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Introduction 


THE INCREASE IN NERVOUS 
AND MENTAL DISEASES 


Psychology with its practical application has undergone 
a tremendous change in the last twenty-five years. The 
average person a quarter of a century ago was not espe- 
cially interested in gleaning the archives of the psychologist 
with some idea or principle which could be employed as 
an aid in solving a personal problem, or to eliminate a 
disturbing mental condition* 

This condition of thought has changed, simply because 
twenty-five years ago there was very little applied psychol- 
ogy. Today psychology has lost its academic aloofness. No 
psychologist at present is ashamed to hand out a few ideas 
that people can use to make the day a little more successful. 
While institutions for the care of the mentally ill have been 
progressing from asylums to hospitals, the people who give 
care have been changing from guards and watchmen to 
doctors, nurses, aides and therapists.” 

Mental illness has come to be not only one of the most 
widespread, but most cruel and costly maladies that affects 
mankind. At least ten million persons in the United States 
suffer from disabling mental and emotional disorders. 750,000 
are in our mental hospitals—as many as in all our other 
general and special hospitals. 

This year 300,000 new patients will be admitted to mental 
hospitals. One in every ten children born each year develops 
serious incapacitating mental illness during his life.* 
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One of every two who visit medical physicians, one of 
every three who enter general hospitals, suffer from an 
illness linked to mental or emotional disorders. 

Many mentally ill pass unrecognized by their fellows. 
They may suffer from disorders caused by hidden mental 
or emotional conditions such as ulcers, high blood pressure, 
or heart ailments. Their suffering, in some cases, may not be 
detected until they persistently fail to meet life’s everyday 
complications, either at home or on the job. 

From 20 to 25 per cent of all workers in industry suffer 
from mental and emotional disturbances of one sort or an- 
other. This estimate is based on a study of data compiled 
over a twenty-two year period by the Metropolitan Life 
Insurance Company. These disorders show up in serious, 
impaired, efficiency, in proneness to accidents, chronic ab- 
senteeism, personality clashes and habitual infraction of 
rules, 

The number of persons in hospitals with schizophrenia 
today is in excess of 300,000 while the number so hospital- 
ized with cancer is estimated at 40,000. The number of 
people with polio in hospitals on any day during the peak 
period may be estimated to be at the most between 10,000 
and 20,000, or a fraction of the total number of cases which 
averages around 50,000. 

But schizophrenia is but one of the more than a hundred 
mental diseases. The National Association for Mental Health 
is conducting the only comprehensive study of schizophre- 
nia, the illness which afflicts one-quarter of all the 1,300,000 
persons in all hospitals in the United States, 


sts the public directly about 
deral taxes. To this must be 


; American hospital exclusively for the mentally ill 
ad its beginning in November, 1766, when the E of 


k auquier, made an earnest appeal 


for such a hospital in an address to the House of Burgesses. 
Within two weeks the legislature, acting upon the governor's 
humane recommendation, passed a resolution favoring the 
erection of a hospital for “the reception of persons who are 
so unhappy as to be deprived of their reason,” and ordered 
a committee to bring in a bill embodying this proposal. 

The hospital was opened for the reception of its first 
patients October 12, 1773. John de Sequeyra, a leading 
doctor of Virginia, served as the first visiting physician, re- 
taining his post until 1795. 

The first American psychopathic hospital for research and 
education was established at the University of Michigan in 
1901. A sum of $50,000 was appropriated for the psycho- 
pathic ward, which opened in 1906, 

In differentiated education the first special classes for the 
mentally handicapped was established in Providence, Rhode 
Island, in 1896. Since then the idea of maintaining classes 
for “retarded” and “backward” children has spread through- 
out the country. New Jersey (1911), Minnesota (1915), 
New York (1917), Wisconsin (1917), and Massachusetts 
(1918), were among the first states to enact laws making 
such provision. 

The public school has become the central point in modern 
programs for the control of mental deficiency. It has been 
established that some 550,000 mentally subnormal children 
of school age, or about 2% of the total school population, 
are in need of special class instruction.® 

A number of public and private schools now employ edu- 
cational counselors, visiting teachers with psychiatric train- 
ing, or child guidance clinics treating the behavior problems 
of children, including those mentally subnormal. Adequately 
staffed and well equipped child guidance clinics, such as 
are fostered by the National Committee for Mental Hygiene, 
are valuable assets in the solutions of mental deficiency 
problems.” . : 

The following table indicates the increase in mental illness 
in relation to the increase in the general population of the 
United States, during the latter half of the 19th century.® 
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Year Total Population No. Mentally Ill 


1840 17,069,453 17,457 
1850 23,191,876 15,610 
1860 31,443,332 24,042 
1870 38,555,983 37,432 
1880 50,155,783 91,959 
1890 62,947,714 106,485 


Remarkable though the growth of the general population 
was during this half century, the rate of increase in mental 
illness appears by the figures to have been far greater. 

The annual report of the United States Census Bureau 
on Patients in Mental Institutions for 1945 showed a total 


of 517,989 patients in mental hospitals for permanent psy- 
chiatric care at the end of that 


maintained by the armed servi 
mental hospitals, 33 veterans h 


and 72,274 under oth 
ber admitted to thes 
Total expenditures for maintenance of the 1 


illness. Whether this is for monetary reasons or because there 
is a close friend or relative afflicted with disease, is of little 
consequence, the fact still remains that a knowledge and 
understanding of the types of mental illness, their diagnosis 
and cure is a necessity if we are to combat it. It is my hope 
that this book will, in some small measure, add to this 
understanding. It is not meant as a reference book for the 
practicing physician or psychologist, rather it is aimed at 
the first year college student and layman who has a real de- 
sire to better understand and deal with this rapidly increas- 


ing problem. 


Chapter I 


CONCEPTS OF PERSONALITY 


The human mind has been a fertile field of exploration 
for many hundreds of years by philosopher, psychologist and 
psychiatrist. However, only within the past eighty years has 
any real progress been made in unraveling the mysteries of 
the human psyche and establishing the laws by which it 
operates. 


Sigmund Freud 


The theories of Sigmund Freud have enabled us to under- 
stand man’s fundamental nature for the first time. Freud’s 
linguistic inventions are now part of the language: ego, 
unconscious, id, repression, libido, have all become terms 
known to the doctor and student. 

According to Freud, the human psyche consists of three 
well defined elements: the Id, the Ego and the Superego. 
The Id is the undifferentiated, primitive portion of the mind 
which contains innate urges, instincts, desires, and wishes, 
unfettered by civilized demands and controls. In simpler 
words, the Id is the “beast” in us, the savage, uninhibited 
urges. The Ego is that portion of the psyche which is in con- 
tact with the outside world on the one hand and the Id on 
the other. It attempts to keep thoughts, judgments, interpre- 
tations, and behavior practical and efficient, in accordance 
with realistic living. The Superego is that part of the psyche 
which has been termed the conscience. Its primary function 
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is to make us behave like civilized human beings. Thus it 
tries to hold the unreasonable outbursts of the Id in check. 

In Freud’s view the unconscious mind exerts great influ- 
ence on human behavior. It is the reservoir and fountain- 
head of most of our actions. The Id is restrained by the moral 
concepts transmitted to us by our parents and the society 
in which we live. Freud described the three main forms 
which the instincts of the unconscious may take: expression, 
repression, and sublimation. 

Memories may be either pleasant or unpleasant. Unpleas- 
ant memories are usually repressed, that is, they are pushed 
into the unconscious and forgotten. When repression is 
successful these memories never appear again; when unsuc- 
cessful they are continually trying to reenter consciousness 
and thereby produce behavior which are called symptoms. 
A symptom is the result of an attempt to satisfy both the 
conscious and the unconscious mind and is generally a less 
satisfactory solution than the expression of the instinct in 
its original form. 

The process of repression is unconscious, It takes place 
automatically, without purposeful thinking on the part of 
the individual, when a particular idea is in sharp conflict 
with his own moral values. 

Sublimation is the transformation of an instinct into some- 
thing useful. Thus aggression is transformed into a vigorous 
activity such as football, the creative sexual instinct is di- 


verted into the creation of art forms, poet: inti Ip- 
5 ainting, scu 
ture and so on. aiti j . 


According to Freud all human 
defined stages in their psychic d 
is said to begin with the “ 
infant gains satisfaction mai 


“genital phase,” when the sex or i 

i Fas eee gans become of primary 
Tie dn S mid to occur at about the aus af five. 
puberty. ieee undergoes a latent period which lasts till 
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these stages, and the child may not pass on fully to the next 
stage, or if it feels thwarted at one stage he may regress or 
revert back to an earlier phase. These infantile fixations, or 
arrested developments, are said to produce definite character 
traits, depending upon the stage at which the fixation occurs. 
In Freudian language, the libido (instinctual energy) is ar- 
rested because of frustration. 

Another important theory of Freud’s is that of the Oedipus 
Complex. The child has primitive love feelings for the parent 
of the opposite sex and regards the other parent as a rival. 
This complex is rooted in the unconscious and it certainly 
does not mean that the child does not love the other parent. 
As a matter of fact, it has a simultaneous feeling of tender- 
ness for this other parent which is largely responsible for 
keeping the feelings of rivalry buried in the unconscious. 

Freud also explained a great deal about the meanings of 
dreams and everyday errors and slips of the tongue. He de- 
monstrated that’ dreams have meanings other than those 
which appear on the surface. The dream serves the purpose 
of concealing the primitive and distasteful nature of the 
ideas originating from the unconscious. Unconscious desires 
emerge into the conscious mind when the critical faculties 
are partly in abeyance during sleep. If this material were 
presented in its actual form it would create such anxiety as 
to waken the sleeper. Therefore the censor between the 
conscious and the unconscious allows the desires to reach 
awareness only in disguised forms. When the censor fails, 


the result is a nightmare. 


In his theory of errors and slips of the tongue Freud main- 


tains that errors may be the expression of unconscious 
wishes. Forgetting to take your hat when leaving a friend’s 
house means that you wish to return. Forgetting to mail a 
letter means that you actually do not wish to mail it. Thus 
both dreams and errors are symptoms of conflict in that 
they demonstrate concealed wishes which are distasteful to 


the conscious mind and can be expressed only in disguised 


form. 
That part of the unconscious which is most concerned 
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with moral conflict is the Superego. As mentioned earlier 
this corresponds to what is generally called the conscious, 
but is not merely the sum total of the individual’s moral 
concepts. Actually, the Superego is based on the ideas of 
morality derived from our parents in early life. Thus most 
people are more moral, and also less moral, than they realize. 
For example, many people feel quite logically that a certain 
action is justified, yet experience a distinct sense of guilt in 
performing it. The man who reacts against his strict up- 
bringing by developing advanced and radical ideas on sexual 
morality may become incapacitated by depression and guilt 
feelings after having given expression to his carefully 
thought-out ethics. It is these conflicts between the Super- 
ego and the Ego that, according to Freud, give rise to 


neurotic behavior, painful tensions, inner conflicts and 
anxieties. 


Carl Gustav Jung 


The most eminent pupil of Freud was Carl Gustav Jung, 
who early broke with his teacher because he disagreed with 

im on many points, Perhaps Jung’s most significant contri- 
bution was his theory that the unconscious mind has two 
layers: the personal unconscious (which contains not only 
the primitive instincts described by Freud 
of the character which have remained under 


out of awareness through lack of use 
called the collective or r: 
unconscious lie the 


netypes, and are found in the old myths, 
on. In mental illness there is a return 


F According to Jung myths are the result of certain ways of 
Th & ingrained in man from the early days of his history. 
© purpose of symbolism, he believes, is not only to con- 


ceal unpleasant primitive wishes, as Freud postulated, but to 
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explain by the device of the myth what man is not fully 
capable of putting into words. To Jung the dream is a para- 
ble of the individual's difficulties put into symbolic form, 
and is an attempt to offer a solution for the future. Thus the 
unconscious is offering aid in a situation with which the 
conscious mind is having difficulty. 

Dr. Jung also introduced the concept that human nature 
is essentially ambivalent. For example, the man who is self- 
ish has repressed his altruistic nature, and vice versa. It 
therefore follows that the dictates of the unconscious are di- 
rectly opposed to those of the conscious mind. Jung explains 
many of the features of everyday behavior as being evidence 
of the compensatory function of the unconscious whereby 
otherwise unexpressed factors attain expression. To Jung, 
therefore, a man is both better and worse than he knows 
and we all are a mass of contradictions. The coward is brave 
and the brave man is a coward in his unconscious; the ro- 
mantic is a realist, and the realist is romantic and the mascu- 
line man has a feminine side to his nature. 

Conflict is not necessarily related to the outer world, but 
may arise entirely within the individual between different 
attitudes in his own mind. Neurosis occurs when aspects of 
the unconscious mind which have been overdeveloped are 
faced with a situation with which they are not able to deal, 
forcing the individual to retreat. ’ 

Jung is best known for his theory of human types, particu- 
larly the concept of introvert and extrovert types of human 
behavior. He sees the extrovert as primarily cheerful, alert 
with a tendency toward depression; he is sociable, interested 
in things in the outer world, and rather lacking in imagination. 
The introvert, on the other hand, is imaginative but appears 
to be somewhat lacking in feeling; he is cold, unsociable, 
and he is interested in ideas rather than people. 

The extrovert is primarily of a practical nature. He is 
interested in both facts and theories, but he begins with 
facts and evolves the theories later on. He tries to inflict his 
ideas and beliefs on others. 

ll 


The extrovert knows instinctively that something is right 
but he is almost incapable of logical and orderly deduction. 

The introvert treasures thoughts as if they were his proud- 
est possession. In general, he begins with his pet theory and 
deduces from it what the facts should be; however, this is 
not always in accordance with reality. Being primarily a 
thinker, or cerebral type, he often lacks the ability to com- 
municate with others on an emotional level. He is inclined 
to be intolerant of his fellow man. He has strong feelings of 
love and hatred which cause him much pain, or he is unable 
to express them. He is probably considered selfish and un- 
friendly by people he comes in contact with; inwardly he 
longs for love and recognition. 

The extrovert on the other hand, is conventional, sociable, 
and so full of kindly interest in other people that he is almost 
unable to conduct a personal emotional life. His warmth 
extends to all with whom he comes in contact. 

The introvert is a sensualist whose inner life consists of 
deriving comfort and pleasure from his five senses; he de- 
rives great pleasure from music, from scents, from good food, 
from poetry, from great paintings. His are the solitary pleas- 
ures; they cannot be shared with others to any great extent. 
He must view the world from his own private and dearly 
treasured vantage point. 

The extrovert derives his pleasure from the satisfaction of 
ross sensuous stimulation. His tastes are often immature 
and certainly uncultured. The extrovert is a thrill-seeker— 
fast driving, heavy drinking, gambling, etc. He is kind to 
others only because it gives him ego satisfaction. Funda- 
mentally he is gross, uncouth, crude, inconsiderate, and 


oo slo for no one but himself, and he lives for 


The introvert lives entirely within himself, His attitudes 


ae aol exclusively subjective. But the world is always 
He tear iere tig always full of mystery and magic. 
‘atin i mental, and more interested in the meaning 

what people say than their actual words. Quite often 


ja is inclined to be unreliable and treacherous simply be- 


cause he is judging others on intuitive grounds rather than 
on the basis of their words and deeds. 

Both Freud and Jung were pioneers in the modern scien- 
tific psychological evaluation of the human mind; although, 
perhaps, Jung did not delve as deeply as Freud into the 
foundations for human behavior. 


Alfred Adler 


Alfred Adler was another of Freud’s early pupils who 
later found he could not agree with all of Freud's tenets 
and began to formulate concepts of his own. Dr. Adler 
maintained that the fundamental drive in life is the desire 
for self-importance. He postulated the existence in each 
individual of “inherited inferiorities” of glands or organs. 
When these inferiorities are experienced psychically they 
lead to the development of neurosis. The child with an 
inherited stigma, “whether real or imagined,” will feel in- 
adequate in relation to his environment and is apt to develop 
an “inferiority complex.” ; : ; 

The neurotic seeks to compensate for this feeling of in- 
feriority by gaining power over others; there are several 
possible methods by which he may proceed to this end. Some 
are appropriate because they lead to socially beneficial re- 
sults; others are manifestly unsuitable. ; 

The person who is completely obsessed with the idea of 
his inferiority may overcompensate. Because he feels he is 
constantly looked down upon he will adopt an aggressive 
and violent attitude toward those he feels are critical of him. 
Ironically, such people are especially intolerant of er Bs 
others and more prone to break down in the face of dith- 
culty. The individual who has developed a serious neurosis, 
however, will not attempt to compensate for his feelings of 
inferiority but will excuse his failures in life by blaming 
circumstances over which he has no control. The Adlerians 
believe that this is the basic cause of neurosis; whatever the 


ty pe. 1 
[ental disease 1S the flig excuse oneself 


for failure in life. Adler believed that such illness was mani- 
fested by physical symptomatology to some extent, as well 
as psychic symptoms. The evasion of conflicts by Adler, is 
one of the basic principles of psychosomatic medicine as 
it is practiced today. 

Adler believed that an individual has three main problems 
in life; his relation to others, to his work, and to love; each 
of these is equally important and cannot be isolated. Failure 
in one area means failure in all three, and the individual’s 
method of handling of each relationship remains the same 
throughout his life. If he has a goal which is unrealistic in 
view of his capacities, it is called a “fictive goal.” For exam- 
ple, a fragile, sensitive young man, poetic by nature, joins 
the army. After much difficulty in an effort to compensate 
{or his sensitivities he becomes a tough sergeant. He is able 
to remain tough (which is essentially a veneer) until he 
must go into action and face all the cruelty, pain, and blood- 
shed of battle. He then suffers a complete breakdown and 


retreats into illness to avoid further exposure to an unbear- 
able environment. 


In general, neurotic people have a mixed attitude toward 
the opportunities of life. On the one hand, they want to 
succeed desperately; they require success, more than others, 
to reassure themselves. On the other hand, they try to avoid 
taking chances for fear of failure. 


Karen Hi orney 


Dr. 
aa her many disciples continue to exert great influence on 
ontemporary psychology. Basically, Dr. Horney feels that 
Tn from the neurotic in that he is 
ngidaki es and behavior, while the neurotic is 


Ne ty. Fe reacti y 
Situation which is death, Ue doe he 
to danger, but in this c 
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four ways to cope with anxiety; to deny it, to narcotize it, 
to avoid thought and feelings which give rise to it, and 
finally to explore and understand it. 

Anxiety may be denied consciously, but it will persist in 
the unconscious and give rise to choking sensations, a wildly 
racing heart, a lump in the throat. One may narcotize anxi- 
ety by resorting to alcohol or drugs which narcotize the 
brain and in turn dull the anxiety. The individual may make 
a conscientious attempt, exerting great will power to avoid 
thoughts that give rise to anxiety. Unfortunately, will power 
is not enough. Finally, he may face the problem which is 
making him anxious and attempt to deal with it realistically. 

In general, all human beings are subjected to anxiety, and 
in our culture there are four principal ways of protecting 
ourselves against it: affection, power, submissiveness and 
withdrawal. 

The neurotic individual uses affection as a defense against 
anxiety by believing that if he is loved he cannot be hurt. 
He must be loved whether he deserves it or not; nor does he 
feel required to return this love. , X 

The neurotic may attempt to avoid anxiety by acquiring 
power. Thus he is able to avoid the feelings of insignificance 
and helplessness which give rise to his anxiety. He must 
know prominent people; he feels impelled to make a lavish 
display of wealth in order to feel secure. 

Thirdly, the anxiety-prone individual may resort to neuro- 
tic submissiveness. He accepts the authority of standard 
traditional views and practices, he is also willing to let him- 
self be abused without defending himself, and he is ready 
to be indiscriminately helpful to others in the belief that in 
return he will not be hurt and that he will gain affection. 

Finally, the neurotic may simply withdraw. He believes 
that once he has achieved independence by amassing 
worldly goods and by becoming emotionally detached from 


eople nothing can hurt him. 
p De ooe dle conceived three basic personality types: 
the compliant type, the aggressive type, and the detached 
type. The compliant personality shows a marked need for 
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the affection and approval of others on whom he can lean 
because he cannot stand on his own two feet. He tends to 
subordinate himself and represses all emotions, particularly 
hatred and love, lest he antagonize those he depends on. 

The aggressive type feels that everyone is hostile; life 
is a bitter struggle and he must constantly fight for survival. 
Therefore, he must control others around him. To control 
them he must outsmart them, excel them, and he will use 
both legitimate and unscrupulous means to gain his end. He 
has no patience with sensitivity; he represses love and tender- 
ness because they interfere with his way of life. 

The detached personality feels impelled to keep other 
people at a distance emotionally. In fact he is afraid to be- 
come involved with others emotionally because he feels he 
may be hurt. Therefore he becomes self-sufficient, he seeks 
isolation, and attains strength by becoming superior to 
others, at least in his own estimation. 

The concept of the idealized image is another important 
contribution of Horney’s. The “idealized image” represents 
an attempt to solve, or rather deny, the existence of conflicts. 
Tn order to attain some degree of unity within himself and 
thus function at his best the individual tends to create an 
image of himself as he is or should be. This image while it 
may not be realistic is all-important and he clings to it 
tenaciously. A weakling will visualize himself as a man of 
strong will and purpose; a man with meager intelligence 
will think of himself as a mastermind. Such persons are 
usually unaware that they are idealizing themselves, for to 
them the image has the value and dimensions of reality. 


Erich Fromm 


Erich Fromm h 


understanding of human motives and actions. Unlike Freud 


he does not consider the satisfaction of instinct the prime 
motivating force in human nature. He believes that man’s 


actions are not governed by instinct but by learning and 
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as made significant contributions to the 


cultural training which is derived from the culture in which 
he lives. Thus the noblest as well as the most base inclinations 
are not fixed biologically but result from the social processes 
of his environment. 

Man’s lust for power and his yearning for submission are 
not basic biological needs but attitudes he must develop in 
order to survive in his society. Furthermore, Fromm feels 
that our culture tends to make man live an individualistic 
existence; he no longer feels that he is a part of a group. 
This gives rise to a sense of isolation which he cannot toler- 
ate. He yearns to retire to his original state, but cannot do so. 
Thus he uses certain irrational methods to escape this isola- 
tion to become a member of the group. These methods are 
sado-masochist, destructiveness, and automaton conformity. 

The sado-masochist tries to lean on another for support. 
However the growth and happiness of the person leaned 
upon is of little consequence to the sado-masochist. He is 
completely selfish and self-centered in his desperate attempt 
to achieve closeness with another human being. 

The destructive person tries to resolve his feelings of iso- 
lation by removing all sources of competition. He believes 
that absolute victory over his “enemies” will ensure his mem- 
bership in the group. 

The final method of solving inner conflicts and the awful 
sense of isolation, according to Fromm, is by automaton 
conformity. The conformist blindly follows the pattern of 
his culture, submits to indoctrination and accepts the pat- 
tern of his peers, thus losing his individuality completely. 

It is Fromm’s belief that all adjustments to the culture 
which violate a person’s integrity produce feelings of guilt 
and shame as well as loss of self esteem. 


Henry A. Murray 


H. A. Murray, the head of the Clinical Psychology Depart- 
ment at Harvard University, first presented his theory in 
1938 in his book Explorations in Personality. He states in 
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the Introduction of that work; “We purposed nothing less 
than (1) to construct methodically a theory of personality; 
(2) to devise techniques for getting at some of the more 
important attributes of personality; and (3) by a study of 
the lives of many individuals to discover basic facts of 
personality.” This is a case of a man who actually set up 
personality as a research problem in order to better formu- 
late a theory of personality, 

The resulting theory is an eclectic o 
the theories of Freud, Jung, Gestalt and Social Psychology. 
Yet it is not without originality as is readily seen in his 
approach to the ideas of motivation and needs, 

His theory of personality is one of organization and whole- 
ness. “Personality is the organization of all the integrative 
(regnant) processes in the brain . . . the entire sequence of 
organized governmental processes in the brain from birth 
to death.”? We can thusly see from this definition Murray 
has selected the brain as the seat of personality and although 
he accepts Freud’s idea of the Id, Ego, and Super-ego there 
is a touch of the concrete physiological in his theory. 

personality are five in number, the first 
that of tension reduction, It is not the 


ne, borrowing from 


parke ies or dangero 


The second function of personality is that of self- 
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sion: the process of doing something for its own sake. 
These pleasures have been termed “mode pleasures” by 
Murray. They are “effortless discharges of potential energies 
associated with each of the psychological functions.”* An 
example of this is present in the case of a person who reads 
a book, just for the sake of reading that book. It is not in- 
cluded in any striving toward a further goal or to reduce 
tension created by society. 

A third function of personality would be the reduction 

of tension by scheduling. We do not satisfy our needs at the 
time they arise but rather when society deems it proper. One 
would not think of satisfying a need for sexual gratification 
in the middle of a busy department store. So, personality, 
in order to reduce tension which would arise in a situation 
of this sort by society’s displeasure helps bring about the 
Scheduling of gratification of our needs. We eat lunch at 
noon, drink in the afternoon or evening, not upon arising, 
We gratify our sexual needs in a socially approved place 
and time. 
f F ourth, personality reduces aspiration tensions, these ten- 
Stons which would arise by aspiring for a goal which was 
impossible for us to reach, The mental defective does not 
spire to be an atomic physicist, you can see the amount of 
tension that would be produced by such an aspiration would 
e enormous. Therefore personality prevents such an occur- 
“ence by helping us to be realistic in our aspirations. 


Th fol Poo ti 
dönto final function is that of reduction of conflicts by soci 
paint ae and identification. This “is the most difficult and 
ex tul function of personality, that of accommodating its 

“pressions, needs, choice of goal-objects, methods, ai 
Me-programs to the patterns that are conyentionally ane 
tioned by society.”* The individual must ian o E 
es of his own individuality and conform to ` he s or 
Of society in order to reduce the tensions which mus gcd 
sarily arise when he opposes the wishes and desires 
Culture, 


We can see by the nature of all five concepts that the 
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Chapter II 


THE BRAIN AND ITS FUNCTION 


The human brain contains a comprehensive record of 
man’s total progress. Its influences pervade and dominate 
all the other systems in the human body, so that the body 
as a whole is a smoothly functioning machine, receiving its 
sensory impressions from its environment. 

This complex organ, made up of many diverse and spe- 
cializing parts, is the seat of such mental faculties as reason- 
ing, deliberation, induction, and a host of other attributes 
of which man alone is capable. 

The brain is made up of living units known as cells. Theis 
cells vary in size, but about three thousand of them wi 
extend an inch. A Square inch contains nine million of them. 
The number of distinct units in the average cortex—the seat 
of deliberation—is 14,000 million. Not one of these cells is 
isolated; all are joined and connected by fine fibers to make 
a living web or network. 

Each unit is alive and needs food and air to live. If oxygen 
is cut off for ten minutes, a nerve cell perishes beyond re- 
covery; soaked in intoxicants, its action becomes unreliable; 
plied with anesthetics, it ceases to act. 

The adult human brain is an ovoid organ, made up of 


obes and fissures, the surface Consisting of many coils or 
convolutions, 


The sylvan groove is a fissure that runs between the center 
for the s of hearing, called the temporal lobe, and the 
center for body and contact sense, called the parietal lobe. 
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The central groove is a fissure between the center for sense 
contact and the center of highest brain activity, called the 
frontal lobe. This lobe is situated immediately above the 
eyes and behind the bone of the forehead. Another groove 
separates the parietal lobe from the occipital lobe which lies 
at the rear of the head, the center for sight. 

The three grooves form the boundary lines between the 
four chief centers of the superbrain or cortex, each of which 
is known as a lobe: (1) the parietal lobe, the center for 
body and sense contact; (2) the temporal lobe, the center 
of hearing; (3) the occipital lobe, the center for sight; (4) 
the frontal lobe, the center for mental faculties, such as 
judgment and reason. 


There is also a bridge which connects the larger brain 


(cerebral hemispheres) with the lesser brain (cerebellum), 
This is called the pons. The cerebellum acts as the chief 
muscle timer and adjuster. It balances one muscle’s action 
with another and controls the force of such actions. All of 
the most exact physical movements depend on the accurate 
workings of this section of the brain, 

The pyramid, so called because of its shape, like the 
bridge is found at the base of the brain, It acts as the main 
trunk line for receiving the highest commands of the brain 
in controlling the motor activity. This section conducts the 
highest output of the brain’s activity and increases in direct 
proportion as behavior becomes more complex. 

The frontal lobe has given man his highest spiritual 
understanding, his social attributes, and enables him to de- 
rive satisfaction from art and literature, Thus it has created 


the means of gaining a more adequate knowledge of the 
world in which he lives. 


It is man’s brain that has brought him to the present high 
level of life, and enabled him to master the world and all 
that is in it; and most important to help him master himself. 
It is this relatively small organ that 


has made him what he 
is—a reasonable and reasoning creature. 
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main goal is the reduction of tension in the individual, and 
the different functions are only various means of achieving 
this result. 

“Every man is in certain respects like all other men, like 
some other men, like no other man.”* This is a result of 
the determinants of personality. Murray has stated four 
of them, the first of which is the constitutional determinants, 
which refers to the physiological make-up of the total indi- 
vidual at any specific instance. Therefore we are not con- 
cerned primarily with the constitution of the individual at 
birth, but at any time during his life. As a result of these 
determinants man is like all other men. His basic needs are 
the same, bodily structure is similar and other physiological 
characteristics do not differ from race to race or culture to 
culture. 

The second of the determinants are those of group mem- 
bership. The culture or sub-culture to which an individual 
belongs. This could be carried down further to the family 
level, and direct neighbors. In this respect man is like some 
other man. For example all the Italians living in the world 


today have some similar characteristics, as do all Negroes, 
Americans, or Europeans, 


ts which Murray feels would 
other men in certain respects 
role an individual plays in a 
or culture. Professional men, such as doctors 
or lawyers have certain things in common in the roles they 


lie required to play according to the society in which they 
ive. 


_Situational determinants would serve in making an indi- 
vidual like 


person. 
These determinants al] interact in different ways which 
help to make man lik 


of interactions involving all of the above mentioned deter- 
minants. 

H. A. Murray has changed some of his original ideas since 
1938, in the light of new findings and insight into the prob- 
lem. The bulk of this revised theory is presented in Per- 
sonality in Nature, Society, and Culture, edited by Murray 
and Kluckhohn. 
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Basis of Intelligence 


Perhaps the most interesting by-product of brain research 
has been the establishment, a bit more precisely, of areas 
of intelligence in the human brain. Some years ago Dr. 
Walter E. Dandy, the brain surgeon, was amazed to find 
that when the right half of the brain had been removed in 
a patient suffering from a massive brain tumor, there was 
no apparent deterioration in his mental capacities. Similarly, 
Dr. Richard M. Brickner and other neurologists and neuro- 
surgeons have learned that removing the frontal lobes, or 
front portions of the brain did not produce any appreciable 
impairment of the patient’s mental equipment. In fact, in 
several notable instances heroic brain surgery has resulted 
in increased mental acuity. For many years doctor and 
philosopher pondered the question of whether one could 
really learn anything about brain power by taking the brain 
apart with a scalpel. 

One of the pioneers in the study of the brain was Dr. 
Franz Gall. Dr. Gall believed that slight elevations in the 
skull meant corresponding elevations of the underlying 
brain tissue. After a great deal of elaboration he announced 
that some twenty-six different head bumps signified the same 
number of hyperdeveloped brain areas, with superior attain- 
ments in as many different fields of thought. In later years 
this theory was disproved; but for a long while phrenology 
remained a practice with a vast following. However, Dr. 
Gall did serve one useful purpose. He directed the attention 
of serious students to the brain. It was fairly easy for sur- 
geons to obtain the brains of hospital patients who had died 
and been subjected to an autopsy. But the brain anatomists 
were not satisfied with the brains of ordinary mortals. They 
wanted the brains of men of genius. And, perhaps for rea- 
sons of vanity, men of talent, and even of genius were not 
averse to having their brains studied after death. Groups 
were formed among intellectuals for the purpose of be- 
queathing their brains for medical research. 

The first study comparing the brains of men of genius 
24 


with those of men of ordinary achievement was undertaken 
in 1860 by Dr. Rudolph Wagner. Dr. Wagner was be- 
queathed the brains of three men of genius, including that 
of Gauss, the great mathematician. Gauss’s brain was care- 
fully compared to the brain of Krebs, an ordinary day 
laborer. After the most painstaking examination Dr. Wagner 
could not find the slightest difference in the two brains. He 
studied the fissures of both; he studied the depths of the 
convolutions, their number and pattern; compared their 
weights. In all respects they were practically identical. Quite 
frequently, indeed, it has been found that the brain of an 
idiot weighs more than that of a man of superior talent. The 
brains of some of the really great men have been very light 
in weight. The depth and number of convolutions in the 
brain of a man of talent are no more complicated than those 
of a moron. 

Brain anatomists and surgeons then began to study par- 
ticular areas of the brain in a further attempt to find the 
secret of brain power. The higher faculties were thought to 
be located in the front portion of the brain. But a careful 
comparison of the frontal lobes of the eminent psychologist 
and university president, G. Stanley Hall, and of the world- 
famous physician, Sir William Osler, with the frontal lobes 
of men of ordinary mental endowment revealed no essential 
differences. Further as mentioned earlier, the observations 
of brain surgeons proved that even after a large portion of 
the frontal lobe had been destroyed by disease, the patient 
did not suffer a great deal of mental upheaval. 

For many years brain anatomists despaired of even find- 
ing a physical basis for intelligence. Countless studies had 
been made of weight, depth of fissure, and pattern of con- 
volution, but no notable differences had been discovered. 
A brain anatomist could take two brains, one of a man of 
genius and the other of an illiterate daylaborer, and be 
unable to tell them apart. One fact, and a most important 
one, finally dawned upon the consciousness of the brain 
student. He realized that he was studying the brains of 
dead men, machines which no longer functioned. One cannot 
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learn very much about the efficiency of a machine when the 
machine is at rest. It is the machine in motion that actually 
tells the story. What is its source of power? How is its 
potential energy converted into living energy? 

The answer is that the blood nourishes the brain and the 
blood supply tells the story of brain power more completely 
than do the most painstaking studies of the dead gray and 
white matter that make up its composition. Dr. Henry 
Donaldson, excellent brain anatomist, has said: “The best 
of brains make a poor showing in a fainting individual.” 
During fainting spells and after death, the brain is drained 
of blood, and consequently of power. The most serious 
error the early brain anatomists made in their research 
studies was to remove and discard the brain coverings, for 
it was not the brain itself but the membranes which covered 
it that had the most significant story to tell. The brain 
coverings contain the arteries and veins which nourish the 
brain, and a study of their size and complexity tells us more 
about brain power than the size, weight, and complexity of 
the brain structure itself. 

The first real discovery of the secret of superior brain 
power was made in 1926 by Dr. Hindzie who devoted special 
attention to the blood supply in the brain coverings of both 
1aen of superior mental powers and those of ordinary ability. 
He began to find real differences. He found that the blood 
supply of those of superior mental endowment was richer 
and more complex. Today, from a careful study of the blood 
supply to the brain, one can definitely determine whether 
the brain is that of a man of talent or that of a moron. For 
the first time the brain anatomist has at least a partial answer 
to the source of brain power. He knows that it does not 
depend upon the weight of the brain nor the complexity of 
its make-up. It does depend a great deal on the amount of 
blood supplied to the brain. The more generous the blood 
supply, the greater the mental abilities. The brain covering 
of men of genius have blood vessels of magnificent caliber 
and are rich in the supply of these conduits. The half-wit, 
on the other hand, has a brain covering poor in blood vessels, 
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and those are of a constricted caliber. Another important 
point the brain surgeons discovered is that the composition 
of the blood itself plays a very important role in fostering 
intelligence, that is, the amount of sugar, of lime, and of 
other important elements in the blood. It is believed that 
mental processes may be controlled by the character of the 
blood stream. Thus architecture of the brain cell depends 
not only upon the amount of blood brought to it but also 
upon the quality of that blood. A careful study by Drs. 
Solomon Katzenelbogen and Harry Goldsmith of the amounts 
of lime in the blood in various types of mental illnesses has 
brought some very interesting facts to light. Most cases of 
psychosis of an organic origin appear to have a smaller lime 
content in their blood than do people of normal mental 
health. Lime is but one factor, of course, and cannot be 
considered the sole etiological agent in psychosis. Drs. 
Katzenelbogen and Friedman-Buchman have studied the 
amount of blood sugar present in cases of mental disturb- 
ance and have found something of interest here too. In the 
majority of mental patients the amount of blood sugar is 
above normal limits. This is particularly true of schizo- 
phrenics. The higher the blood sugar, the higher the tension 
of the individual. Thus the amount of sugar in the circulating 
blood also plays an important part in thought processes. 


Behavior and Brain Rhythms 


Tommy, aged eleven, had been destructive, disobedient, 
overactive, impulsive and stubborn all his life. On some days 
he would be reasonably well behaved; on others he became 
unmanageable. Yet there seemed to be no reason for these 
cycles, 

"He improved under treatment, but the peculiar, day-to- 
day fluctuations in his behavior did not change. About two 
days out of every week he was so confused in school that 
trying to teach him anything was useless. Why was he 
different on these difficult days? Dr. Philip Solomon, his 
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physician, wanted very much to know, and he decided to 
make an electroencephalogram, a recording of Tommy’s 
brain waves. 

Dr. Solomon learned a great deal from the brain wave 
recordings. He found that Tommy, who was not suspected 
of having epilepsy had the same seizure waves that epilep- 
tics have. On the days when he did poorly in school, and 
seemed especially bad tempered his brain record was full 
of seizure waves; on good days when he was well behaved, 
his brain record was perfectly normal. 

We have thus come upon a new and unsuspected cause 
for misbehavior. It had previously been recognized that 
some epileptic individuals behave badly before and after 
their seizures. In fact, some crimes, including murder, have 
been committed under these circumstances. However until 
comparatively recently we have not known that an individ- 
ual who was not considered an epileptic could have the 
same brain disturbances and manifest the same type of 
behavior. 

Let us consider the case of Mrs. Louis Pell, who had 
always been regarded as a young woman with delicate 
health. She had complained constantly of dizziness and 
fainting spells which became particularly acute when she 
was faced with an emotional crisis. Physically, however, 
d. When a brain tracing was 
er brain waves were irregular, 
hythm. Treatment was begun 


V and in a comparatively short 
time her symptoms disappeared. 


periment was performed in a uiet, dark 
recorder traced i l rar e era 
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Dr. Berger observed that his subject had relaxed and his 
brain had apparently ceased its labors. 

“Open your eyes,” he commanded. The patient did so. 
The wave disappeared. 

“Now close them again.” The wave reappeared. 

Was this wave caused by the brain or merely by the act 
of shutting the eyelids? Dr. Berger determined to find out. 

With the subject’s eyes closed, the doctor had him do a 
simple problem in mental arithmetic. During the thinking 
process the rhythmic wave disappeared and was replaced 
by a jagged one. 

Thus the first problem in brain electricity was solved. 
When the brain is at rest, it produces a rhythmic line. When 
the brain is at work, it writes a jagged line. 

As time went on Dr. Berger discovered other interesting 
facts about brain waves. The brain-at-rest wave was termed 
the alpha rhythm. Its rhythmic beat occurs at the rate of 
8 to 13 per second, about 10 in most individuals. Its inten- 
sity varies from between 20 to 75 millionths of a volt, nor- 
tally averaging about 50. 

A second normal rhythm somewhat lower in intensity 
and faster, ranging between 18 and 50 per second was 
termed the beta rhythm by Dr. Berger. It is found fre- 
quently in high-strung persons and seldom disappears during 
thought. Quite often the alpha and beta rhythms occur 
simultaneously. 

Other scientists have continued with the fascinating re- 
search initiated by Dr. Berger bringing to light many inter- 
esting facts about the workings of the brain. In Babies 
Hospital, New York City, it has been discovered that brain 
waves start at birth. They do not, however, acquire a steady 
rate until age of six months. The rate gradually increases 
until the age of ten or twelve, when the normal rhythm of 
10 per second is reached. 

Recently, some very interesting studies in brain electricity 
were made by Drs. H. Davis, P. A. Davis, A. L. Lomis, E. N. 
Harvey and G. Hobart. They were particularly concerned 
with diminished mental activity which takes place during 
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drowsiness and sleep. The following patterns of brain 
rhythms are indicative of various levels of brain activity. 

A. Alpha rhythm: This is the normal waking state. Waves 
appear on the tape at the rate of 10 a second. 

B. Low voltage: The alpha rhythm is lost. Drowsiness 
appears. 

C. Spindles: Short waves appear, 14 to the second, in 
groups. Also random “delta” waves, 0.2 second or more in 
length. This is indicative of early sleep. 

D. Random. The spindles subside, but the delta waves 
continue. This means deep sleep. 

The records show that alpha waves of wakefulness drop 
in voltage as we become drowsy, and that the interruption 
in their rhythm becomes more and more frequent. Delta 
waves are the first signs of sleep. 

One interesting fact that these researches have brought 
o light is that the transition from the waking state to the 
drowsy state does not occur in all parts of the brain-at the 
same time. Alpha waves may be suppressed in one part of 
the brain and continue in another, while delta waves, repre- 
senting true sleep, are detected elsewhere. 


Another very interesting thing about brain rhythms is 
that they tell us something about personality. Dr. Abraham 
Ber Gottlober conducted a series of studies which indicated 


that personality type depends a great deal upon the electri- 
cal activity of the human brain, 


The two great divisions of human personality are the 
extrovert—the man who loves company—and the introvert— 


the man who loves to be alone. The extrovert’s brain waves 
are distinctly 


í different from those of the introvert. The alpha 
brain waves are broadcast from 50 to 100 per cent of the 
time. The introvert has smaller alpha waves, but his beta 
waves are superior to those of the extrovert, 

, Similarly, the brain of the genius has its own electrical 
signature, as different and distinct from the brain waves 


i t is fr i 
George L. Kreezer re alent as day is from night. Dr. 


> as found that there is a distinct correla- 
tion between electrical brain records and intelligence. He 
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recorded the electrical activity in the brain of individuals 
ranging from the lowest extreme to idiocy (the intelligence 
level of an infant of six months) to the levels of very superior 
brain power. He discovered a definite correlation between 
electrical brain pattern records and differences in intelli- 
gence level. Thus, in the Mongolian type of mental defi- 
ciency the alpha rhythm is present only a small percentage 
of the time. 

In another type of mental deficiency, the so-called heredi- 
tary type, the variation in the electrical brain pattern is 
manifested in the rapidity of the waves rather than in their 
incidence in time. As the intelligence level rises, the speed 
of fluctuations increases. 

Closely related to superior brain power are the modes and 
channels by which information is transmitted to the brain. 
Primarily, this is accomplished through the five senses; hear- 
ing, sight, smell, touch, and taste. Specific areas in the brain 
are set aside for their functioning. A musical genius will 
have a hearing center that is more highly developed than 
a genius whose field is painting. Such investigators as Drs. 
Adrian, Tonnies, and Kornmuller have found that brain 
waves from the temporal region (the sides of the brain, 
where hearing takes place) are larger and more active in 
musicians than in ordinary nonmusical people. 

Brain rhythms provide clues to a great many conditions. 
Mental disorders of different kinds produce brain wave 
patterns of different types. The schizophrenic’s brain wave 
patterns will differ from the manic-depressive’s. A neurotic 
has brain rhythms quite different from those of a person 
entirely free from neurosis. 

In summary, the study of brain rhythm is of the utmost 
value in medicine, neurology, psychiatry and psychology. 

From brain rhythms, the physician is able to make a posi- 
tive diagnosis of epilepsy and identify the type of disease 
(i.e. whether it is grand-mal, petit-mal, or psychomotor ). 
The psychologist, neurologist, and psychiatrist all have use 
for this information which the brain can provide to the 


trained technician. 
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The Brain and Emotion 


Today most scientists agree that the center of emotions 
is located in the brain. Time was, however, not long ago 
when discussion on this question raged among both philoso- 
phers and doctors, some stoutly maintaining that the liver 
was the stronghold of the emotions while others asserted 
equally as strong that it was in the heart. With the develop- 
ment of specialists in nerve and brain structure and the 
sciences of neurology and psychology, specific areas in the 
brain have been located which are probably concerned with 
the genesis of emotion.® 

There is, as yet, no wholehearted agreement as to the 
precise region of the brain in which the emotions originate. 
Dr. P. Bard, who did extensive experimental work in this 
field expressed doubt concerning the existence of nerve path- 
ways in the gray matter of the brain, because no case of 

emotional paralysis” originating in a cortical lesion has yet 
been recorded. A few instances have been noted, however, 
which indicate that the brain’s gray matter contains centers 
for emotional expression. Dr. C. K. Mills expressed the belief 
that the right midfrontal region of the brain is the center 
concerned with the expression of emotion. 

Drs. Charles Davison and Harold Kelman, at the Neuro- 
pathological Laboratory of Montefiore Hospital, conducted 
an extensive study on cases of diseases in the cortical part 
of the brain. They concluded that fibers for emotional ex- 
Pression may originate in the cortex of the brain, especially 
the frontal, premotor and sensory areas, 

A thorough study was made of 


damage and the damaged areas correlated with emotional 
responses. Thus, patholo 


l gical laughing and crying may 
s ug Foras of the frontal convolutions or corpus 
sum, which probably has nerve pathways for the control 


various types of brain 


on” 
feeling, Th 


of these mechanisms. Euphoria, silliness and irritability may 
be associated with outbursts of either laughing or crying. 

Dr. S. A. K. Wilson suggested that both the facial and 
respiratory mechanisms which participate in the acts of 
laughing and crying are controlled by the cortipontile, 
corticobulbar and corticospinal tracts. However, on the basis 
of his experimental work, Dr. Bard concluded that strong 
emotions arise below the gray matter of the brain, and 
that the central mechanism lies in an area comprising the 
rear half of the hypothalamus. He expressed the opinion that 
the complete expression of an emotion depends upon an in- 
tact hypothalamus. 

On the basis of a vast amount of clinical and experimental 
work it is now known that certain brain areas, namely, the 
frontal, premotor, motor, and sensory regions, may act as 
centers in integrating emotional expression and feeling. 
These emotional impulses are controlled by voluntary and 
involuntary nervous pathways. Voluntary inhibition of auto- 
matic movements are controlled by the great system of nerves 
known as the pyramidal tract, and involuntary action by the 
systems of nerves known as the corticohypothalamic path- 
ways. 

Involvement of part of the gray matter of the brain un- 
doubtedly removes its inhibitory control over the hypothala- 
mus and other more primitive parts of the brain, which are 
the main centers or stations for the release of the emotions. 

Dr. S. Dana, and later Dr. W. Cannon, suggested that 
emotion is dependent on the functions of the gray matter of 
the brain and midbrain. : + 

According to Dr. Cannon’s theory, feeling has its origin 
in the brain, and is transmitted from an intact thalamus. 
In cases of extensive disease of the midbrain, expression and 
feeling disappear together. This would seem to indicate that 
the midbrain is not entirely accountable for these emotions, 
but rather only part of an integrating system. However, the 
theories of Dr. Cannon and Dr. Bard do not explain all the 
phenomena associated with the emotions. It explains only 
the emotional responses resulting from diseases of the mid- 
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brain and parts of the brain below it. It does not explain 
those emotional expressions which have their genesis in the 
cortex. 


The Brain and Personality 


When man first became conscious of the fact that he had 
a mind, he sought a bodily location for it. In the distant 
past the mind was transferred from place to place until 
Pythagoras finally gave it its proper location. 

Many years later scientific research verified Pythagoras’s 
hypothesis. The destruction of brain tissue by a disease such 
as syphilis gives rise to mental aberrations, Brain tumors 
have been known to cause mental illness, Even the so-called 
affective psychoses of supposedly psychogenic origin, in 
which no gross alteration of the brain is apparent, are 
brought about, as Dr. Walter Freeman has recently shown, 
by changes in the intricate chemistry of the brain. 

There are many ways to define personality. Students of 
brain function define it as the aggregate of physical and 
mental characteristics that enable an individual to respond 
in a characteristic fashion to specific situations. Thus we 
may say that personality is the result of the interaction of 
an individual's intellectual capacity, physical make-up, and 
emotional and instinctual endowments. 

Personality and behav 
primitive emotions, The 
brain pervades all the hi 
with feelings of pain or 


ce on personalit keup, and 
m cee profound alteration, p jit 

e primitive feelings of h 
hatred bring about oti 7 ae ep p Aare 


of the stimuli they receive, allows for a multitude of experi- 
ences which produce different types of behavior in different 
individuals. 


The Brain and Speech 


One of the characteristics that distinguishes man from 
other living creatures is his ability to speak, to express his 
thoughts and emotions vocally. The ability to make mean- 
ingful sounds develops coincidentally with the ability to 
think. One has to form thoughts in one’s mind before giving 
voice to them. 

Curiously, although the larynx and vocal cords are used 
for speech they were not evolved primarily for that purpose. 
A much simpler organ would have sufficed for the vocal 
needs of man. It is only by exercising his intelligence that 
man is able to make use of his speech organs. 

During man’s evolution, his intellect developed in advance 
of his speech and enabled him to adopt and put to use 
organs already evolved for other purposes. By the same 
token the ability to converse and exchange ideas with his 
fellow man gave increased impetus to the development of 
his intellectual power. When man learned to speak he also 
learned to think in a more orderly fashion. 

The nature of the structure and function of the language 
mechanism in the human brain has been debated for at least 
seventy-five years. The earliest view was that certain func- 
tions were located in the gray matter and more specifically 
in definite areas known as “brain centers.” In 1861 anatomists 
began to assign various functions to different parts of the 
brain. Dr. Broca described the posterior portion of the left 
frontal gyrus as the speech center. Soon afterward Dr. Hugh- 
lings Jackson began a series of case studies on speech and 
speech defects. Dr. Jackson was opposed. to the idea of 
centers. He stressed the importance of the psychic concomi- 
tants of nervous activity and integration in speech functions. 

The concept of speech centers persisted, however, and 
other anatomists advanced the idea that the upper temporal 
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gyrus was a hearing—speech center, while the occipital or 
posterior lobe of the brain was a visual-speech center. The 
existence of several other speech centers has also been postu- 
lated. Involvement of any or all of these centers in a diseased 
condition is believed to result in deficiencies of language 
function. 

In the last thirty years some brain anatomists have at- 
tempted to break away from the theory of localization of 
function. It is their belief that the cortex functions not in 
centers or parts, but as a whole. Thus, according to Dr. 
Henry Head, the use of language involves widely separated 
parts of the nervous system. The areas in the cortex which 
are believed to be concerned with speech are only one part 
of a rather complicated system. 

Talking or verbalization involves the activity of certain 
nerve elements. The various parts of the adjustor mechan- 
isms which may be focused on these elements has a very 
complicated relationship. The part of the brain that is nearest 
to the nerve elements used for verbalization are the nerve 
tracts and fibers known as the pyramid. The cell bodies of 
these nervous tissues lie for the most part, if not entirely, in 
the frontal lobe. Dr. Penfield found that vocalization could 
be elicited by electrical stimulation of areas in the prefrontal 


gyrus behind the upper posterior end of the inferior frontal 
gyrus. 


tion, or synthesis into com 
latent memories 


on orated into its characteristic 


human expression, accompanied by facial expression, ges- 
tures, and poses. 

There is still more to the mental preparation for speech. 
The brain has two temporal lobes and it is believed that 
most people have a dominant and a nondominant temporal 
lobe. The dominant lobe is opposite the hand that is con- 
stantly used. This is a factor of great importance in the 
matter of speech. Dr. Chesner was the first to suggest that 
while the language area of the brain is at first equally 
divided between the two lobes, in early childhood it shifts to 
either the right or left hemisphere of the brain. In right- 
handed persons the left side of the brain is dominant in 
speech production. In left-handed persons it is the right 
lobe of the brain. 

Dr. Dwight M. Palmer cites the case of a man who suf- 
fered an injury to both temporal lobes through the blocking 
off of blood vessels supplying vital areas. In time this caused 
a softening in the lobes and an impairment of their function, 
resulting in changes in the man’s ability to speak intelli- 
gently. He could make sounds but they were meaningless 
jumbles. He also lost the ability to recognize his own voice. 

Thus, when only one area of the brain, that is, the non- 
dominant temporal lobe, suffers injury, there is a reduction 
in the ability to speak. But when injury to the brain involves 
both temporal lobes, the individual is deprived of the 
mechanism required to bring together the word symbols 
that form the abstract ideas basic to thinking. When such an 
injury occurs, there is a destruction first of the ability to 
think symbolically, and then of the ability to think vocally 
and verbally. 
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Chapter III 


DIAGNOSTIC METHODS 


As a psychodiagnostic method psychology has its begin- 
nings historically from two sources—the psychometric and 
the psychodynamic. There is, of course, no one complete 
approach to psychodiagnosis for the psychologist may, and 
does, use many varied methods to arrive at his diagnosis. 

From the work of Francis Galton, who was interested in 
measuring the individual differences of man, to Alfred Binet, 
the father of modern intelligence testing, who was attempt- 
ing to improve educational conditions in the French elemen- 
tary schools, the modern assortment of measuring instru- 
ments was evolved. 

Tests, as a diagnostic method, may be broken down into 
several categories. First we have the tests of ability or maxi- 
mum performance. These include tests to define words, 
called trade tests, and reaction time tests which demonstrate 
the ability to respond to a given signal. In each of these 
cases the tester tries to find the best performance of the 
individual being tested. These methods are also sometimes 
called paper and pencil tests, 

Another branch of test 


day after day by the individual in actual practice. For 
example it is of little value to know how emotionally stable 
an individual could be as compared to the actual emotional 
condition of the individual at the time. 

Measurements to determine the actual situation may be 
thought of as behavior or field observations and the self 
inventory or report. 

In the behavior or field observation method attempts are 
made to study and observe the subject in action, preferably 
while the subject is unaware that he is being studied. In 
this fashion the tester is able to see the activity of the indi- 
vidual in its natural setting and thus note his real reactions 
to his environment and everyday problems. 

The self-report, although not as good as the field method, 
is an attempt to get the subject to observe himself in a 
number of situations so that he can, if he wishes, give an 
accurate appraisal of his own behavior. In this regard the 
subject answers standardized questions concerning his be- 
havior, The big draw back is the tendency of the person to 
give answers he feels are required or expected of him and 
to evaluate himself so that he puts himself in the best pos- 
sible light. This then gives an inaccurate picture and the 
report loses its original value as a diagnostic tool. More 
recently such self inventories have added a factor which 


shows the test interpreter whether or not the person was 
ns on the test form. This is an 


honest in answering the iten c s 
attempt to make this type of information more valid and 


reliable. 

Still another appro 
is the use of projectiv 
the subject to reveal 
organizes neutral mat 
ods probe the deeper, u 
personality structure an i 
method of arriving at a valid diagnosis. : 

The following three sections in this chapter are given 
over to a presentation of these methods just discussed. The 
field of psychometrics is a study in itself and for this reason 
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ach to understanding human behavior 
e techniques. This procedure permits 
himself by the way he presents and 
erial which is shown him. These meth- 
nconscious foundations of the total 
d represents the newest clinical 


the interested reader should consult one of the many books 
available in this area. The material here presented is to give 
an indication of the various methods and the content of a 
few of these tests, and does not consist of a complete study 
in testing or psychometric methods. 


Projective Techniques 


As originally defined by Freud, in 1894, projection is a 
defense mechanism. This is to say a person is projecting 
when he transfers to another individual a trait or desire of 
his own that would be painful for his ego to admit. This act 
of projection is an unconscious mechanism and so is not 
communicated to others or, in fact, even recognized as a 
projection by the person himself. 

The modern meaning of projection has broadened to in- 
clude all kinds of utterances and expressions by the patient, 
so long as they are personal and not governed by rules of 
society. Under the modern influence of science projective 
techniques have come to reveal not only projection, but also 
symbols of human relationships and almost all other kinds 
of mental mechanisms conceivable. These techniques are 
then, in fact, not limited to testing projection but are tests 
of mental mechanisms or of personality make-up which 
include projection. 

Some types of projective tests are well kn 
reader, these include the Rorschach, Thematic Apperception 
Test and the well known completion and association meth- 
ods. Others, although less known, are used daily in clinical 


practice for arriving at the underlying conditions in mental 
abnormalities, 


In regard to the validity 
can be given two draw-backs 


own to the lay 


€sponses given by the individ- 
f- ussion of several of these tests 


may serve to better show how these factors can affect the 


diagnosis of a psychologist. 


Rorschach Test 


During the 1920’s it occurred to a young Swiss: psychiatrist 
named Herman Rorschach that a popular childhood game 
with ink blots could be used as a personality test. A blot 
of ink is made on non-porous paper, the paper is folded 
across the blot, and pressure applied. The result is a sym- 
metrical pattern. When this pattern is presented to an indi- 
vidual with a request for a description of what he sees in it, 
a large variety of answers will be given. 

One person sees a bird, another a bat, a third sees a rug, 
a fourth sees nothing significant, and a fifth sees more than 
one image in the details of the blot. It is probable that these 
answers indicate certain personality tendencies. 

Dr. Rorschach’s first step was to standardize the ink blots. 
Out of several thousand blots ten were selected for a stand- 
ard test, Five were made with black ink only, and five with 
one or more colored inks as well. These ten ink blots were 
published as a set of cards and are now used throughout 
the world by psychologists. The test itself is quite simple. 
The recipient is given each card in turn and asked what it 
represents to him. His answers and any comments he may 
make are recorded along with details as to whether the 
image has been called up by the card as a whole, or by a 
part only of the design, and, if so, precisely what part. 

The responses are scored according to characteristics 
which have been shown to be significant in diagnosing per- 
sonality. Responses are divided first as to whether they have 
been made to the whole card or based on some detail of the 
design. : 

These responses are broken down into sub-divisions. For 
instance, in a “confabulatory” response the subject sees in 
some small detail the head and beak of a bird and says that 
the whole card is a bird, though the rest of the blot cannot, 
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by any stretch of the imagination, be fitted on to the beak 
and head. ope 

There are also “organized popular constructions,” “supe- 
rior constructions,” “unusual details,” “small details,” “edge 
details,” and so on. There are also responses where the sub- 
ject bases his description on a white space enclosed by some 
part of the blot. 

Responses are also categorized as to whether the subject 
sees human movement of some sort in the blot. When color 
is the chief suggestive factor, this is an important reaction. 

The classification of content must also include descrip- 
tions of human figures, mythological figures, sexual concepts, 
part of animals, animal anatomy, landscapes and maps, 
fiowers and botanical diagrams, abstract concepts, and so on. 

Experiment has shown that such items as the number of 
responses, or their imaginative excellence, are of only secon- 
dary importance. The really revealing factors are such highly 
abstracted estimates as the relative proportion of responses 
stimulated by a feeling of movement and by color considera- 
tions—that is, the relative proportion of M responses and C 
responses, or the percentage of the total responses referring 
to animals or parts of animals. f 

When the score has been carefully analyzed it will pro- 
vide the expert with information upon which he can base 
rat of at least seven trends in the personality of the 
subject: 


l. The way in which the subject tries to regulate his 
experience and actions. 


2. The responsiveness of his emotional energies to out- 
side stimulation and prompting from within. 
3. His mental approach to problems. 


4. His creative or imaginative capacities, and the use he 
inakes of them. 


5. A general estimate 
major characteristics of his thinking. 
6. A general estim 


ate of the degree of securit iet 
of balance in general, and abas, urity or anxiety. 
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of his intellectual level and the 


7. The relative degree of maturity in his personality de- 
velopment. 

Diagnosis cannot, however, be based on a single factor 
in the score, but is the result of balancing a number of 
different pieces of evidence. Anxiety, for instance, can be 
assessed by a consideration of the responses to color and the 
“shading” effects of grey and broken patches in the design. 
Specific fears of death, or sex, or environment reveal them- 
selves after a careful weighing of many different elements 
in the score, together with the way in which the observer 
reacts to certain cards—hesitations, exclamations, gestures. 
Correct diagnosis has been found to result from a balanced 
consideration of some twenty-six factors in the score, none 
of which can be regarded as indicative by itself. Thus in- 
ability to see anything in several cards, excessive use of 
white spaces, interruption of flow of responses owing to 
sudden color shock, and many others have diagnostic value, 
but only when balanced one against the other and added 
up to a sum total according to a carefully worked-out point 
system. 

The Rorschach test has enjoyed a wide range of diagnos- 
tic success. It has predicted the future academic achievement 
of undergraduates at matriculation with greater accuracy 
than intelligence tests. This test has assessed accurately the 
reaction of schizophrenics to insulin shock treatment. It has 
toretold the effect on a sample of Air Force trainees of 
oxygen deprivation. It has usefully classified psychotics and 
helped to determine prognosis of their disease. Ít can unveil 
certain forms of malingering and distinguish between pass- 
ing moods and underlying character pathology. 

As an intelligence test, the Rorschach occupies a rather 
unique position, for its value does not lie only in the accurate 
assessment of a man’s IQ. There are better and more direct 
ways of doing this. It is more subtle in that it provides an 
indication of the degree to which a man’s emotional make-up 
is likely to contribute to or hinder his pon or 
capacity. It is common knowledge that a high IQ in itse : 


no guarantee of intellectual success; the Rorschach test can 
indicate what role other personality factors are likely to 
play in intellectual achievement. 

The test has given evidence to support the theory that 
certain diseases are associated with specific personality types. 
In one very comprehensive experiment the test was given to 
sufferers from rheumatic disease, heart disease, diabetes, and 
fractures. The psychologist was able to divide the patients 
into four categories successfully without knowing the nature 
of the diseases from which they suffered. 

The Rorschach, or ink blot test, is one of the most widely 
used psychological tests today and is of definite value in the 
diagnosis of mental and emotional diseases. 


Thematic Apperception Test 


In 1938 H. A. Murray and his co-workers published one 
of the most elaborate systematic studies of personality to 
date. Among the major psychometric methods used was the 
Thematic Apperception Test. This test is based on the theory 
that individuals tend to put their personality and values into 
pictures and writings. Who can doubt that writers such as 
Dickens, whose works showed his moralistic feelings, and 
Swift, whose works showed so vividly his bitterness and 
loneliness, projected their personalities into their writings? 
From this theory Murray deduced the idea of constructing 


a series of twenty pictures around which stories could be 
constructed. 


Like the Rorschach, the TAT is unstructured. The pictures 
allow a varied inter 


i ‘pretation apparently constructed by past 
experience, wishes, and conflicts found in the unconscious 
of the patient. The person identifies himself with a character 
in one of the pictures and then weaves a story around him 
revealing the true nature of his personality, 

In interpre 


tation of the TAT there are scarcel any gen- 
erally applicable rules, Onl: a he 
be kept in mind and nate is: Aa pees Sin Ma 


; one’s skill in i i 
sodaracion te tee ti interpretation and 


‘ n his thorough understanding of 
dynamic psychology. In this regard matty TAT users i 
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found that their insight and interpretation is enhanced by 
a knowledge of psychoanalysis. 

There may be listed seven types of data derived from 
the TAT test. These are: (1) interpersonal relations (object 
attachments); (2) thought of organization; (3) dynamics of 
development and illness; (4) emotional organization (control 
and responsiveness); (5) needs; their levels and strengths; 
6) conceptions and attitudes of the subject toward himself; 
(7) view of the world by the subject.* 


Fingerpainting 

One of the latest methods of baring emotional conflicts 
and disturbances, as well as the deepest secrets of the per- 
sonality is by painting with one’s fingers. This simply consists 
of dipping the hands into specially prepared paints and 
applying them to paper. Originally this was a method de- 
veloped by Ruth Faison Shaw as a simple art form for her 
school children, but later events proved that it was much 
more than that. Psychiatrists now use fingerpainting as a 
means of diagnosing mental disturbances and emotional 
tensions. 

However, Miss Shaw was perhaps the first to realize the 
importance of fingerpainting as a means of expressing inner 
thoughts and feelings. “Fingerpainting gives color and form 
to thoughts for which children often have no words,” is the 
opinion of Miss Shaw. “By encouraging them to explain 
their pictures, the teacher is able to recognize the bogies 
that torment them and then help to banish them from the 
child’s mind.” 

It has long been an accepted fact that most people have 
an innate desire to smear and make all sorts of designs when 
they get their hands on paint. Everyone has some degree of 
artistic talent, and when paint is made available it furnishes 
an appropriate medium to express one’s thoughts and emo- 
Te ic interesting fact that has come to light is that 
individuals transmit to their paintings, without the least 
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conscious effort, their deep-seated emotional tensions and 
conflicts. Psychiatrists have learned that when a person is 
mentally disturbed, he will include images of himself in his 
paintings, although he may not be recognized as such. Usu- 
ally he is the central figure, the largest figure, the most 
ornate figure; the people or feelings that are causing his 
distress are also depicted in the picture. 

The mentally ill person is not content only in portraying 
his thoughts and emotions, but also insists on explaining 
the meaning of the various figures in his painting. By paint- 
ing his problems he succceeds in detaching himself from 
them. It is because of this that he feels free to discuss his 
tensions and other emotional difficulties. 

A curious similarity exists between the paintings of very 
young children and mentally disturbed adults. Although 
these paintings appear to make no sense, careful and skillful 
questioning will bring out their meanings. The blotches and 
smudges have some significance; there is some emotional 
coloring to each figure painted, and only the artist can help 
the psychiatrist to understand it. 

One case reported is that of a woman who had killed her 
husband and her rival for his affections. She was confined to 
an institution for the criminally insane. When given finger- 
paint she always made a painting representing three crude 
human figures. After she had made dozens of these pictures 


she evinced a desire to tell what they meant. She herself 


was the central figure; her two victims were always on 
either side of her. She 


explained that her two victims 
bothered her in her dreams. Thus after she had painted 
their pictures she would wipe them completely out of her 
mind. And after she had done this many times they seemed 
no longer to annoy her. Her paintings have helped psychi- 
atrists to get at the root of her trouble and to effect a cure. 
However, not all products of the mentally disturbed are 
as simple. Frequently, strange symbols and figures are used 
to represent thoughts and emotions. These require patience 
and quite a bit of skill to interpret. One of the commonest 
46 


techniques of the psychotic patient is to substitute animals 
or fish for human beings. 

A very interesting case was that of a young man who was 
very disturbed and under great tension. He was acting 
queerly, and was given to outbursts of anger followed by 
periods of remorse and silence. The psychiatrist who had 
him under observation gave him a batch of fingerpaint, and 
he began to paint with great eagerness. One of his pictures 
was an underwater scene with some well-formed fish and 
other figures that were not recognizable. 

The psychiatrists began to question him as to the meaning 
of this rather impressive scene. Four fish in one group, he 
told them, were four of his victims, the large fish swimming 
in the opposite direction was himself. The great number of 
almost formless figures were policemen searching for him. 
Subsequent investigation proved that his painting was based 
on reality. He was able to effect a mental catharsis and dis- 
charged the inner tension about a crime he had committed. 
He was pronounced insane and confined to an institution 
for the rest of his life. 

The fingerpainting method is being used in certain state 
hospitals where it has been found of great value as an outlet 
for nervous tensions and mental anxieties and as an aid in 


diagnosis. 


Objective Tests 


One of the widest uses of the objective test is in the meas- 
uring of intelligence or as it has been more recently called, 
general ability. ; 

Alfred Binet, the father of modern intelligence testing, 
revealed his interest in the difference between bright and 
dull children in his many published studies between 1893 
and 1911. In 1904 the educational system of France was con- 
cerned with the many non-learners in their schools and 
decided to remove them. For this reason they asked Binet 
to assist in producing a method for separating the mentally 
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dull from those who had real educational ability. From this 
request the Binet scale was formed and first published in 
collaboration with Simon in 1905. A revision was published 
three years later in 1908, with still another revision being 
published in 1911. It is this last revised, published edition 
that still, in basic form, is being used today for children. 

Binet defined intelligence as “the tendency to take and 
maintain a definite direction; the Capacity to make adapta- 
tions for the purpose of attaining a desired end; and the 
power of auto-criticism.” Most subsequent intelligence tests 
have been designed to have a high correlation with this first 
test as modified by Lewis M. Terman in 1910, called the 
Stanford Revision ‘of the Binet Scale. Thus the Stanford- 
Binet test measures present ability, not native ability, and is 
strongly weighted toward verbal ability, 

The scoring method which Binet developed makes it 
possible to report mental development in a score called men- 


plied the CA or chronologi 
formula for computing IQ. 


I Mental Age 
= X100 
Chronological Age 
or 
MA 10 
CA X 0=1Q 
As a diagnostic m 
tant in ey; 
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ethod this factor of IQ becomes impor- 
aluating the development of one aa as apnea 


with that of another. Generalizations can thus be established 
concerning vocational and educational ability and guidance 
can be organized accordingly. Also it is an indication of the 
mental make up of the particular individual for classification 
purposes. Some classifications concerning feeble-mindedness 
have been rather widely accepted, these include borderline 
cases with an IQ of 60-69, Morons 51-70, Imbeciles 26-50, 
and idiots IQ’s up to 25. 

While the Binet Scale was designed to measure intelli- 
gence of children, the Wechsler-Bellevue Intelligence Scale 
was designed to be used with adults and adolescents. It is 
administered orally to an individual subject and consists of 
ten subtests, five verbal and five performance. These consist 
of: (1) Information, questions designed to determine the 
extent of general knowledge the average individual with 
normal opportunity should be able to acquire. ( 2) Compre- 
hension, measures the use of “common sense” relying on 
practical information and past experience. (3) Arithmetical 
reasoning, measures mental alertness and ability to do prac- 
tical calculations. (4) Memory span for digits, immediate 
memory for digits forward and backward. ( 5) Similarities, 
discriminate between superficial and essential likenesses. (6) 
Picture arrangement, ability to “size up” a total situation. 
(7) Picture completion, ability to discriminate between es- 
sential and unessential details. (8) Block design, test of 
general intellectual functioning to solve problems in spatial 
relations. (9) Object assembly, measures insight into spatial 
relationships of familiar objects. (10) Digit symbol, meas- 
ures speed and accuracy in learning new associations. — 

Other measures of general ability include the Otis Self 
Administering Test of Mental Ability, Kohs Block Design, 
Arthur Point Scale of Performance Tests, Cornell-Coxe Per- 
formance Ability Scale, and the Goodenough Draw-a-Man 
test. 

It should be established here that many of these tests, 
although thought of as objective, have in some part projec- 
tive counterparts. This is to say that an answer wrongly given 


may have some meaning to the tester concerning the why 
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the answer was given as well as the content of the answer. 
In this way these tests can be thought to overlap between 
both the projective and the objective form of testing. 


Special Ability Tests 


Special ability tests have found wide usage in both voca- 
tional guidance and industrial selection and as such for an 
important part of putting the right man in the right job. 

Examples of this type of measuring instrument are the 
MacQuarrie Test of Mechanical Ability which is used for 
determining the volume of errorless production in punch- 
card operators, Scott Three hole test which gives a rating 
for power sewing machine Operators. This list of tests for 
industrial usage is unlimited and has become an important 
part of our selection procedures in industry, 

Another type of special ability test is the grouping of 
psychomotor abilities, By psychomotor is meant the rela- 
tionship between the brain and the muscles-coordination, 
reaction time and the like. The recent usage of factor ana- 
lyses gives the following list of factors in psychomotor tests, 
Spatial, Perceptual, Manual dexterity, stereotyped rapid 


One of the methods used to measure speed and simple 
reaction time is the Minnesota Rate of Manipulation Test. 
This uses a board with rows of two-inch holes, and an equal 
number of loosely fitting, round blocks. The subject is asked 
the holes as rapidly as possible. 
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One of the uses of these types of tests as a diagnostic 
method is that the psychologist may be able to determine if 
the patient has some injury to the brain or nervous system 
which would require further investigation by a specialist. 
Some types of mental abnormalities can also influence the 
ability of the subject to carry out an assigned task. This can 
be discovered through the use of the above discussed tests. 
In this same vein special ability tests concerned with the 
sensory organs can help establish any defects in hearing 
and vision, perhaps in time to benefit the subject’s treatment. 

Because of the importance of reading and visual ability in 
this modern age much research work has been done by both 
the psychological and medical professions. While the most 
refined methods are used by oculists, many simpler tech- 
niques have been developed which permit the psychologist to 
use these tests in everyday practice. One of these is the Ishi- 
hara Test for color blindness. A number of color plates or cards 
in which greenish-yellow numbers have been printed over 
a background of yellow-orange is shown the subject. Thus 
a person who is green-yellow blind sees only the background 
of orange. When other colors are also added the results are 
even more noticeable. A pattern of green-blue spots in red- 
orange background will cause a red-green person to report 
another number than is really present, whereas the totally 
color blind individual will report no number at all. 

The ability to hear is tested both in terms of deafness 
and in a wide variety of specific abilities such as pitch 
discrimination. The common method of testing for general 
n audiometer. This is an electronic device 
which produces tones in any desired frequency and volume. 
In this manner the faintest tone which the subject is able 
to hear is determined and compared on a set scale. 

Sensitivity to pitch, intensity, timber, tonal memory, 
rhythm, and time are also measurable using special type 
testing instruments such as the Seashore Measure of Musical 
Talent. These tests have been used widely to eliminate 
students from musical training whose scores were below par. 

In the diagnosing of mental abnormalities four categories 
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acuity is with a 


seem to crop up over and over again. Although they are an 
overlapping classification there can be little doubt that it is 
within this realm that a complete diagnosis is reached. The 
four groups include: (1) Diagnosis of special abilities or 
defects; (2) Evaluation of mental ability or potential; (3) 
Evaluation of personality; (4) Differential diagnosis. 

The first three have been covered with the discussion of 
tests and the using of tests as a diagnostic tool. It is not 
meant to imply that these are the only means of reaching a 
final conclusion, for such methods as interviewing and 
psychoanalysis have certainly added greatly to the field of 
clinical psychology. These methods presented, however, 
form a large part in arriving at some form of diagnosis, and 
constitute a large part of the psychologist’s search for the 
underlying causes of mental abnormality and illness. 

In differential diagnosis the emphasis is to delineate the 
entire problem so that specific therapeutic measures can be 
undertaken. Although similar symptoms may be observed 
between cases, there are etiological factors which can differ 
widely and thus have need for different treatment. Hysterics, 
of a neurotic nature, and epileptics may present the same 
symptoms but vastly different methods are needed for treat- 


ment. Thus differential diagnosis is important, along with 
the other forms of diagnosis, 
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Chapter IV 


TREATMENT OF MENTAL ILLNESS 


The latest trend in the concepts and treatment of mental 
illness is along chemical lines. Biologically oriented psychia- 
trists are of the opinion that the basis of mental disorder is 
to be found at the cellular level, where various chemical 
reactions take place that result in mental illness and aberra- 
tions. The new tranquilizing drugs that are now being used 
so widely produce their effects chemically. 

For centuries it has been known that eating bread made 
of fungus infected grain (ergot) affected the brain and 
caused a crazed illness, epidemics of which have driven 
whole populaces mad in Europe, Russia, and even in the 
United States. 

Quite accidentally, about ten years ago, a chemist named 


Hoffma iced. while working in his laboratory with a 
offmann noticed, 1 g al of ergot) that he 


salt of d-lysergic acid (an active ponupe izi 
Was experiencing a very peculiar agacon = at 
He went home, got into bed, and found he was in a no 
unpleasant state of drunkenness characterized by p ri 
tremely stimulating fantasy. This was accompanie i yr ia 
vivid play of colors. The condition lasted about two a 
The salt he had that day succeeded in forming 1m his la ad 
tory was d-lysergic acid diethylamide tartrate. To het ok 
the effects he had experienced, on the following day he am 
y mouth 250 micrograms of the new salt, cere tions 
experienced even more fantastic and disturbing sensati 
than he had previously. 


Since that time psychiatrists have been studying quite 
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intensely the psychotic-inducing effects of d-lysergic acid 
or LSD as it is now called. Both normal and mentally ill 
individuals have been studied in attempts to arrive at an 
understanding of the causes of schizophrenia, the most com- 
mon of mental ailments. 

Mescaline, as well as LSD produces symptoms closely 
resembling schizophrenia. There is an alteration in bodily 
sensations, perception is distorted, time passes too quickly or 
too slowly, and thinking, feeling, and behavior depart from 
the normal. The value of LSD as a drug for experimental use 
lies in the fact that normal persons under its influence can 
describe what they are experiencing. In other words, they 
have not lost contact with reality. For this reason, the 
effects of the drug can be studied in a state of clear con- 
sciousness, 

Just how mental changes are produced by chemicals is 
not very clear at this time. However, clues are constantly 
being found which may help the researcher to arrive at 
some understanding as to how chemical changes lead to 
mental phenomena. At the present time physiologists are of 
the opinion that there is interference with the adrenalin 
cycle. 

It has been noted that five chemical substances, all plant 
alkaloids, will bring about hallucinations without other dis- 
turbing symptoms. These substances, called hallucinogens, 
include: Mescaline, LSD, harmine, ibogaine, and hashish. 

Some twenty-five years ago, Dr. David I. Macht began 
to develop the science of phyopharmacology, which is the 
use of plants or plant tissues for the study of drugs and poi- 
sons. Through it, poisonous qualities in the blood can be 
discovered that do not show up in tests with animals by 
other methods. The blood and spinal fluid from the mentally 
ill contain a mysterious poison which may be helpful in 
psychiatric diagnosis. Fed to seedlings of a kind of lima 
bean, the blood stunted their growth, Dr. Macht found. 
Only blood from true psychotics causes stunting; the worse 
the psychosis, the more seriously the plant was affected. 

More recently research along this line has been carried 
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out by Dr. Robert G. Heath, chief psychiatrist at Tulane 
University. He had found a substance in the blood of schizo- 
phrenics which he could find nowhere else. From a pint of 
blood taken from schizophrenics Dr. Heath was able to 
extract about a tenth of a teaspoonful of this substance, 
believed to be a protein enzyme. 

With this substance, the chemical nature of which is still 
not known, Dr. Heath and his associates performed a series 
of experiments, using monkeys. After the injection the mon- 
keys “developed a full-blown catatonic picture with waxy 
flexibility, looked dazed and out of contact, and would stare 
into distant corners of the room gesticulating and grimacing 
inappropriately so as to suggest that they may be halluci- 
nating. Brain wave recordings taken of these monkeys were 
practically identical with those of severe schizophrenics.” 

The next step taken by Dr. Heath was to try this blood 
extract on human beings. Volunteers were found at the 
Louisiana State Penitentiary. These men were normal men- 
tally in every way. They were given an injection of the 
blood extract, and within five minutes they developed men- 
tal symptoms, reaching a peak after about half an hour. 

In two volunteers the results were unusual. Although 
the same substance was used in both persons, one developed 
a classical paranoid schizophrenic picture with ideas of 
reference, persecutory delusions, and auditory hallucinations, 
whereas the other developed a picture of catatonic schizo- 
phrenia with blocking of thoughts, speech and physical 
movement retardation. All symptoms completely disappeared 
within two hours. Neither man developed any changes in 
his nervous system, and both men have been normal since. 

The exploration of the properties of psychotic blood was 


undertaken in another interesting direction by Dr. Nicholas 


Bercel, a research psychiatrist connected with the Univer- 


sity of Southern California. Dr. Bercel was interested in 
ascertaining what blood serum taken from schizophrenics 
would do to spiders. He collected seventy spiders (Zilla-x- 
notata) and kept them in an air conditioned room, fed 
them, and took the best of care with them. The spiders were 
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happy, contented, and spun beautiful webs. Their web- 
spinning ability was to furnish the clue to their behavior. 

At first the spiders were fed normal flies. Then Dr. Bercel 
took other flies, draining out their normally constituted 
blood, replacing it with the blood taken from schizophrenic 
patients. The spiders’ webs were destroyed in order to force 
them to build new ones. 

The results were most interesting. The spiders who fed on 
the schizophrenic blood became schizophrenic too. If the 
blood came from a catatonic, the spider became catatonic 
too. They moved about in a listless manner, and spent a 
great deal of time just doing nothing. They no longer spun 
geometric webs. The webs were disordered, with no sense 
of design or purpose. Dr. Heath and his associates feel that 
the fraction isolated from the blood of schizophrenics is 
apparently qualitatively different in molecular configuration 
from that of normal individuals. 

Drs, A. Hoffer and H. Osmond have demonstrated that the 
urine and blood of schizophrenics differ from the urine and 
blood of non-schizophrenics. Their studies have shown that 
schizophrenic blood is markedly toxic for L-strain fibro-blasts 
when added to the cultures. Normal blood is non-toxic. In 
addition, it has been found that wool will absorb quantita- 
tively more material from schizophrenic urine than from 
normal urine. Some of the absorbed substance is indole. 

These studies seem to show that mental disease is based 
on chemical changes in the blood. Dr. Heath has stated that 
he is now working on a specific treatment for mental dis- 


ease consisting of the administration of enzymes and specific 
tissue extracts. 


Drug Treatment of Mental Disorders 


Within the past several years a group of ania have been 
formulated specifically for the treatment of mental and emo- 
tional disorders. These drugs, known as ataractics, have been 
widely used for a variety of psychiatric diseases with quite 
impressive results. 
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The first of these drugs, reserpine, is derived from an 
Jndian root, and has been used in India for centuries as a 
cure-all. The root’s curative properties were unknown to 
western scientists until just a few years ago. 

Reserpine has now been in clinical use for a number of 
years and the results have been remarkable. In one study, 
conducted at the Veterans Administration Hospital in Palo 
Alto, California, reserpine was given to’ 127 schizophrenics, 
most of whom had been ill for at least nine years. Improve- 
ment was characterized by decreased tension, hostility, ag- 
gressiveness, delusions and hallucinations, and by increased 
sociability. Numerous other mental hospitals have been using 
reserpine with equally good results. 

Let us review a typical case. Harold W. has been mentally 
ill for five years. He is destructive and had fits of depression, 
alternating with periods of overactivity. He hears voices 
accusing him of evil deeds and black thoughts. He talks back 
to these voices, shouting and gesticulating violently. He sees 
men, dressed in black, who constantly threaten him. At 
times he must be restrained. 

Up until recently nothing much could be done for Harold. 
In the old days he would have been put into a strait jacket, 
or into a tub with circulating hot or cold water. Or he would 
have had to be packed in cold compresses to control his 
outbursts. At best these measures yielded uncertain and 
temporary results. 

Today Harold is being treated with reserpine. After a few 
weeks of treatment, he will calm down. He will no longer 
hear voices accusing him of evil deeds; he will no longer see 
threatening visions. He will be able to think more clearly 
and to socialize with other patients. He will be able to act 
and feel in a more normal manner. 

Mentally disturbed adolescents who underwent treatment 
at Rockland State Hospital, at Orangeburg, New York, 
showed marked improvement following treatment with re- 
serpine. Drs. Nathan S. Kline and A. M. Stanley have re- 
ported that reserpine produced greater cooperation in young 
patients, making them less pugnacious and restless. Reser- 
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pine has also been suggested as a drug in the treatment of 
some of the emotional upsets that afflict teen-agers and give 
rise to anti-social and criminal activity. Psychiatrists at- 
tached to Youth Courts, engaged in a comprehensive study 
of reserpine and its effects on emotionally disturbed young- 
sters, found that reserpine is of value in some cases in 
curbing teen-age violence. 

With increased longevity in the general population the 
problem of mental illness in older persons has become quite 
serious. Family relationships become strained when an el- 
derly person becomes mentally ill. Previously, these older 
persons were confined in a mental hospital without treatment 
of any kind. With reserpine it is possible to obtain gratifying 
results in the treatment of these older patients. In a study 
of 750 patients either hospitalized in the Mental Health 
Institute at Cherokee, Iowa, or seen in the Institute’s out- 
patient department, it was determined that agitation, irri- 
tability, quarrelsomeness, apprehension and overdependence 
were the chief complaints in elderly patients. These traits 
make them difficult to live with. When treated with reser- 
pine these patients become calm, contented, able to get 
oe with people, and also able to live a normal and useful 

e. 

Another remarkable drug for the treatment of mental ill- 
ness is thorazine. Thorazine had its origin in the great 
laboratories and clinics of Europe, is now in widespread use 
throughout the entire western world. 

Thorazine has achieved excellent results in mentally and 
emotionally disturbed children. Drs. James A. Flaharty and 
Robert L. Gatski of the Governor Bacon Health Center, 
Delaware, treated a number of such children with this drug 
successfully, The children they treated were truculent tru- 
ants, liars, and thieves, well on their way to lives of crime. 
rg se T aii ee psychological treatment or put them 
tivity failed, Following ‘th i ae i ay roomate “af 
ibe re aan g he use of thorazine, thirty-nine o 
ee n improved in a week. They became 

> perative, and their social behavior was quite 
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normal. Psychological treatment was begun and the children 
accepted it. 

Let us take one of these children and consider his case in 
greater detail. Bobbie, at the age of ten, did not do much 
talking; he was hostile, overactive, and destructive. His 
mother was a drug addict; his father was a chronic alcoholic. 
When Bobbie was twelve his mother ran away with another 
man. When Bobbie was admitted to the Mental Center he 
destroyed every article of furniture in the room. He refused 
to cooperate, and sedatives were of no help. Then Bobbie 
was put on thorazine, and he improved almost immediately. 
He slept comfortably for the first time; was alert and rested; 
became quiet and cooperative. Given psychiatric treatment, 
there was progress in his school work. Bobbie was discharged 
in a short time, a normal and well-adjusted boy. 

Thorazine is a versatile drug. It has done yeoman service 
in a great variety of mental and emotional ailments. Harry 
A. complained of nervousness, irritability, and of feeling 
“tense all the time.” He experienced rather severe pains in 
the stomach, and had severe headaches. Harry was treated 
with thorazine. During the second week of the treatment 
he noted that he was having fewer arguments with his wife. 
He didn’t yell at her and the children quite as often. After 
three weeks of thorazine, Harry stated: “Things just don’t 
seem to bother me as much. I don’t feel so tense. I am 
having fewer arguments at home.” 

Lena B. was a woman of fifty with a history of four ad- 
missions into mental hospitals during the past eighteen years. 
During the last twelve years she had received numerous 
electroshock treatments, and finally a brain operation, with- 
out lasting benefit. She was destructive and dangerous. She 
screamed, cursed, fought, and attempted to escape at every 
opportunity. She tore her clothes off, and was incoherent. 
One month after thorazine treatment began she had become 
sociable, friendly, and coherent, and helped dress other 
patients. For the first time she was able to accept rehabilita- 
tive treatment. Two months after thorazine treatment she 
was permitted to leave the hospital for a visit home. 
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Meratran, another new drug for the treatment of mental 
illness, acts directly on the brain and the central nervous 
system. It brings about increased activity, improved atten- 
tion, and alleviates depression. 

Meratran has been used in a variety of cases of mental 
illness with encouraging results. John L., aged sixty-five, 
had been severely depressed for several months. He was 
suicidal, and tried to get his wife to enter into a suicide pact 
with him. He would sit in a darkened room for hours at a 
time, refusing to move. His appetite was very poor and he 
was losing weight rapidly. He also complained that he had 
great difficulty in thinking. John was put on meratran treat- 
ment and within a week became alert, attentive, began to 
eat normally and emerged from his depression. He was able 
to resume his work with zest and with renewed interest. 

Constance B., aged thirty-five, complained of being for- 
getful, was apprehensive, restless and bored. She was not 
able to sleep and complained of headaches and fits of severe 
depression. As time went on she became more and more de- 
pressed, more withdrawn. She was not able to be among 
people. She experienced all sorts of frightening thoughts. 
Constance was treated with meratran and within a week 
telt like a completely different person. She was no longer 
bored and restless, She felt a new surge of ambition. She 
wa able to think more clearly, was able to concentrate. 
She enjoyed a full social life, acquired new friends and 
acquaintances. She was able to face her problems. Con- 
stanca s entire personality was reconstituted along new lines. 
She emerged from the black depths of mental illness into a 
life of useful and helpful activity. 

2. oe is e ape as having a selective blocking 
ek here erve ce s, also has important effects on the 
rain. own is of considerable value in anxiety and ten- 
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Do chemicals play an important part in maintaining the 
health of the brain? This question intrigued Dr. Holger 
Hyden, a Swedish psychiatrist. After several years of chemi- 
cal research he has shown that: 

1. The chemical composition of the brain in a mentally 
ill person is different from the brain of a normal individual. 

2. Since we know what the missing chemicals are in the 
mentally ill, it should be possible to replace them. 

3. Some forms of mental illness have been cured by cer- 
tain chemicals which are now available. 

One of the most promising of these chemicals is a synthetic 
substance known as malononitrile. Laboratory analysis shows 
that, when injected into the body, this substance does not 
go directly to the brain, but helps to stimulate the produc- 
tion of adenine within the brain. Adenine is one of the 
chemicals missing in the brain of the mentally ill. 

Just what is the basis of the chemical treatment of mental 
illness? Dr. Hvden and his associate Dr. Hans Hartelius, 
began their work by adopting a research short cut developed 
by another Swedish scientist, Dr. T. Casperrson. This is 
a simple method of analyzing the complex make-up of brain 
cells by the use of ultra-violet light. 

It was found that the cells’ various chemical constituents 
respond to different wave-lengths. By a further refinement 
of the ultraviolet method, it became possible to make 
quantitative measurements. Thus, the researchers were able 
to determine how two brain cells compared in their chemical 
make-up. 

Dr. Hyden began a painstaking study in which he com- 
pared nerve cells from the frontal lobe of a normal person 


with those from the frontal lobes of mentally ill persons. 
nt fact, namely, that the brain cells 


He discovered a significa 
of normal people are markedly different from those of per- 


sons suffering from schizophrenia, manic-depressive psy- 
choses, and other mental illnesses. The difference was found 
to lie in the quantity of the polynucleotides. These are a 
highly complicated group of substances known as nuclein 
acids, It is believed that they play an important role in the 
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life process itself. They contain a large number of simpler 
substances, including four which are particularly important: 
adenine, guanine, cytidine, and thymine. All four substances 
are much lower in persons who are mentally ill, than in 
normal people. 

Malononitrile is customarily used in the laboratory as one 
of the bases from which adenine is made synthetically. Dr. 
Hyden wondered if it would also increase the output of 
adenine in animal nerve cells. Tests were made on animals, 
and these indicate that he was on the right track. Tests on 
human beings showed that a mentally ill patient, low in 
adenine in his nerve cells, could have a normal quantity of 
this chemical restored by injection of malononitrile. 

He then began to use this chemical treatment of mental 
illness. Of sixty cases so treated (all of which had been 
previously treated by other methods, without success) there 
was lasting improvement in twenty-four. Twelve others 
showed improvement for short periods of time. Twenty-eight 
others were unimproved, and one was worse. In other words, 
the chemical treatment produced lasting improvement in 
more than one case out of three. 

Equally important is the fact that, so far, the chemical 
treatment corrects the balance of only one of the four 
below-par substances in the nerve cells of the mentally ill. 
Dr. Hyden is continuing his search for other chemicals that 
will stimulate the body into producing the other three 
missing brain constituents, 

In summary, there has been a sharp reduction in the 
number of patients in mental hospitals due to drug treat- 

nt. Reports from various sources indicate that the use 
of new drugs may increase the discharge rate of patients 
from mental hospitals sharply in the near future. 


Insulin Shock Treatment 
w oe Or. Manfred Sakel, working in a clinic in Vienna, 
One See a mentally sick patient who also had diabetes. 

ne cay, purely by accident, the patient was given an over- 
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dose of insulin and subsequently went into convulsions 
because of over-reduction of the quantity of sugar in his 
blood. When the patient was discovered to be in a deep 
coma sugar was administered to him. Dr. Sakel then noticed 
a great improvement in the mental symptoms of the sick 
man. This accidental development suggested great possi- 
bilities. Dr. Sakel began to give insulin to non-diabetic 
mentally sick patients; that is how the first of the great 
shock treatments for mental illness began. 

Insulin shock treatment is based upon the fact that when 
an individual is given a large dose of insulin, the amount 
of sugar in the blood stream is rapidly diminished to a 
point where the patient goes into shock and becomes un- 
conscious. As a result of this shock, the brain is deprived 
of sugar, its most important food, and the body is excessively 
stimulated to utilize all of its forces. When this occurs the 
normal pathways in the brain are somehow reinforced, and 
gradually the behavior of a mentally sick individual, subject 
to such treatment, is restored to normal. 

The oxidation of carbohydrates, or the burning of sugars, 
in the body is one of the most important phases of meta- 
bolism. Besides the sugars, the body needs fats and proteins 
as well as minerals and vitamins to carry on its various 
functions. The brain, however, utilizes chiefly carbohydrates. 

Among the types of mentally ill persons who have been 
helped by insulin shock treatment are those whose emotional 
reactions are shallow and inappropriate to situations in 
which they find themselves. They are persons whose behavior 
is silly and characterized by irrational and irrelevant gig- 
gling, laughter, and peculiar facial grimaces. Some of them 
also have transient hallucinations and weird delusions or 
systematized and apparently “logical” delusions of persecu- 
tion. 

Likewise, a patient with the type of illness known as 
hosis, which is manifested by over 


manic-depressive psycl j 
f emotional control, swings of mood 


or under-activity, loss o 0 
from extreme depression to extreme excitement, can often 


be speeded to recovery by the use of insulin treatment. In- 
63 


volutional melancholia is another form of mental illness 
which is being treated successfully by the use of insulin. 
This mental illness occurs during the “change of life” period 
in both men and women, and is characterized by depression 
of mood, severe anxiety, and delusions that the body is 
being destroyed in strange and impossible ways. 

The insulin shock treatment results in lowering the blood 
sugar to those levels which will produce a state of coma. This 
is a condition in which a patient loses his capacity to respond 
to outside stimulation. The size of the dosage varies, depend- 
ing upon the individual's sensitivity to drugs. A dose as high 
as 600 units of insulin may be required to bring about the 
desired effect. The treatment usually starts about seven 
o'clock in the morning with the injection of the proper 
dosage of insulin. The patient is watched carefully by the 
doctor, and a nurse is constantly on watch for the reactions 
that follow in a definite sequence. 

As the insulin is absorbed it slowly deprives the brain 
of its sugar, and the patient goes into a deeper and deeper 
coma. The coma may be light, medium, or deep. The treat- 
ment, however, which produces the best results is that which 
induces the deep shock state. Different parts of the brain 
are thus put out of action and lose the control they exercise 
over various bodily functions. The patient becomes increas- 
ingly drowsy, the drowsiness sometimes being punctuated 
by periods of excitement and confusion. There is excessive 
sweating that literally drenches the bed-clothes, The skin 
is flushed. There are tremors and twitchings of the different 
muscles of the body that finally results in convulsions. The 
pulse becomes faster and the blood pressure rises. There 
is also a fallin temperature, 

a tae th Pare to an end, the doctor uses sugar. 
a es oa ep coma cannot drink the sugar solution 
tüjedis ta Saat . ia ge The doctor therefore 
tinal bison n mto a vein, and the patient snaps 

With the absorption of su 
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ever of the treatment. He awakes as though from a deep 
peaceful sleep and is ready for his bath and noonday meal 
which he eats with a ravenous appetite. The objective of a 
course of such treatments is attained when a patient is freed 
from the symptoms which cause him to act, feel, and think 
in a bizarre manner. 


Electroshock Treatment 


Cerletti and Beini first proposed the use of electroshock 
therapy at an international meeting on modern treatment in 
schizophrenia in 1937 in Switzerland! The following year 
it was used in Italy for the first time. 

The basic procedure is for the patient to lie down while 
two electrodes are placed against the skull bilaterally over 
the temporal regions. An electric current is then passed 
through these electrodes producing a generalized convul- 
sion which ordinarily lasts about a minute. It is assumed 
that the current passes through the cortex of the brain. After 
the convulsion the patient may remain stuporous for a time 
or he may awaken at once. Most patients receive treatments 
two or three times a week, until they appear able to profit 
from individual or group therapy. ; 

Electroshock seems to work most effectively on patients 
suffering from depressive disorders while the prognosis for 
schizophrenic disorganization, for which the treatment was 
originally designed, is of such a nature that the evidence 
does not warrant a final conclusion. 

To date there is no factual physiological or anatomical 
explanation for the therapeutic results observed in certain 
types of mental disorder. Some believe that the shock 
stimulates the autonomic nervous system, no matter how 
the shock is induced. Others feel that the shock effect 
throws into action certain specialized blood cells which are 
thought to operate both as agents of repair and as destruc- 
tive agents in toxic and infectious diseases. 

Some psychiatrists have advanced the idea that electro- 
shock therapy is effective due to psychological reasons and 
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that it does not depend upon any physiological changes. 
The theory is that the shock acts as a form of punishment 
which is needed by the patient to satisfy his masochistic 
tendencies. Little basis has been given to this theory since 
it is known that in both insulin and electroshock therapy 
the unconscious state occurs without fear or apprehension. 

What the real reason is behind the ability of shock to 
cure certain types of mental disturbances will have to yet 
be discovered by research and experimentation. 


Psychosurgery 


Psychosurgery consists of operations on the brain for the 
relief of mental suffering. Dr. Egas Moniz began such opera- 
tions in 1935 in Europe, and it was introduced into the 
United States by Drs. Walter Freeman and J. W. Watts. 
Psychosurgery has been used successfully for a variety of 
mental diseases for the past twenty years. 

Let us examine a typical case in which psychosurgery 
was used. Herbert M., now thirty years old, has been suffer- 
ing from schizophrenia for four years. For the past two 
years he had been in a mental institution, During most 
of his days and nights he was in acute mental torment. He 
would be seized with sudden panic, and would resort to 
short periods of physical violence: smashing a lamp, throw- 
ing books, screaming. 

One of Herbert’s passions was resentment of his father. 
On any mention of his father’s name, he would go into a 
tantrum. When his father was present, the young man 
would try to attack him; failing that, he sometimes sought to 
injure himself, thus making his father “feel bad.” 

Herbert customarily 
pression. On the day 


and his temperament remained ha 


active as ever; only no 
into constructive chan 
the resentment now 
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w he was able to direct his thoughts 
nels. He still resented his father; but 
was objective and he was able to speak 


of its causes and show how it had developed. When he met 
his father, he showed no desire for violence. 

Released from the institution, Herbert has continued to 
improve. He has gone to work and, a year and a half after 
the operation, remains reasonably well-adjusted. 

After another patient, a woman, was operated on she 
was observed chuckling to herself. When asked why, she 
answered: “All those foolish ideas I had. How did I get them, 
anyway?” 

What does this operation accomplish? It apparently cuts 
off some lines of communication with the “worrying” part 
of the brain. While we know very little about thought proc- 
esses, or what makes the brain behave as it does, there is 
evidence that when excessive worry or apprehension develop 
leading to chronic mental illness—one special part of the 
brain is involved. This part includes the two lobes at the 
front and top. By cutting some (but not all) of the connec- 
tions between this area and the rest of the brain, obsessions 
and hallucinations are no longer able to dominate the 


thought processes. 


This approach to the treatment of mental illness through 


surgery is not new, other operations have been used, with 


varying degrees of success: The various types of psycho- 
surgery include: k 
es lobotomy in which a hole must be drilled 
through the skull and the brain connections severed. 
Topectomy in which certain parts of the frontal lobes of 
the brain are actually removed. i , 
Transorbital lobotomy which is the simplest of the brain 
operations. The patient is anesthetized and the surgeon 
makes entry into the front part of the brain through the 
bony part of the eye socket, just above the eye. The outer 
skin is not cut, the eyelid being pulled up. A sharp, slender 
instrument is swung quickly in a very narrow arc to sever 
the connections. The same operation 1s performed on each 
side. The whole process takes ten minutes. , 
Within an hour after the operation, some patients are 
able to get out of bed, talk, and perform simple activities. 
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In some cases, patients have returned to their jobs within 
- two weeks, with no relapse. 

Dr. Freeman recommends the operation for patients who 
have been severely sick for less than a year, or who have 
Leen in a mental hospital for less than six months. A few 
who have been sick longer may also recover. Under favor- 
able circumstances psychosurgery affords the means of re- 
lieving certain distressing and disabling mental conditions 
for which no other effective treatment exists. 


Hypnotherapy 


Within recent years medical hypnosis, or hypnotherapy, 
has come to the fore as a valuable means of curing cases of 
neuroses and other ailments. Ever since the late nineteenth 
century, hypnosis has been used by medical men for the 
cure of both physical and mental diseases. Partially because 
of the successful introduction of psychoanalysis, however, 
and partially because of the wild claims of the early hypno- 
tists, hypnosis fell into disuse. Within the past decade hyp- 


notherapy has again proved its worth as a means of treating 
resistant cases, 


a et it drop.) Now relax your 


legs the same way. Just let them be limp. Now take a deep 
breath and let it out slowly. Now concentrate on your toes. - 
A warm sensation starts in the toes and sweeps up your 
legs, abdomen, chest, into your neck. Now relax your jaws. 
Relax them more, still more. Now your cheeks; now your 
eyes. Your eyes are getting heavier and heavier and heavier. 
You can hardly keep them open. Soon they will close. Now 
smooth the wrinkles out of your forehead. Now make your 
mind a blank. Allow no thoughts to enter. Just blank. You 
see a blankness and blackness spreading before you. Now 
Sleep. Sleep. Sleep. Your entire body and mind are relaxed 
—sleep. Sleep. (This phrase is repeated several times in a 
soft and persuasive voice.) Your sleep is becoming deeper, 
still deeper; you are in deep, deep sleep.” 

When a hypnotist tells his patient that he will wake with 
a sense of well-being, and that he will—on the occasion of 
the next treatment—pass at once into hypnosis on hearing 
the word sleep, the patient is being given post-hypnotic 
suggestions. The first of these will take effect at once. The 
latter lies dormant until the next visit. 
_ Hypnosis is induced by suggestion; but once it has been 
induced its effects are mechanical. It operates whether or 
not the patient believes in it, regardless of the degree of 
faith the subject may have in the authority, knowledge, and 


prestige of the hypnotist. 
Many diseases of the 
can be improved with hypnosis. A cu 
three ways: 
_ 1. By giving direct suggestions. 2. 
inner repressions and tensions that are 
3. By bringing into the conscious min 
are hidden deep in the unconscious. 
Hypnotism is a very old science. There is a sect in Egypt 
which has practiced hypnotism for over four thousand 
years. Famous Indian fakirs as far back as 580 B.c. were 


proficient practitioners of hypnosis. Chinese physicians were 
interested in the subject as early as the time of Confucius. 
n firm scientific grounds. 


Today hypnotism is established o 
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functional and psychogenic variety 
re may be attained in 


By getting rid of the 
causing the condition. 
d various factors that 


In the hands of trained physicians and psychiatrists it is a 
valuable tool. Just what part does hypnosis play in medicine? 
It is known that it is of value as a sedative. Hypnosis 
is also very successful in the alleviation of pain. The first 
operation under hypnosis, and without the aid of anesthesia, 
was performed in 1845 by an English physician named 
Esdaile. Today we hear more and more about mothers giving 
birth under hypnosis. A Canadian physician has helped to 
bring some 250 babies into the world by this means. Russia 
and Germany have long used hypnosis for this purpose. 
However, the patient must be highly suggestible and co- 
operative. The hypnotist and obstetrician work closely to- 
gether. . 

Hypnosis employed as a curative measure is quite another 
matter. Here it serves as an adjunct to treatment, as a tool 
to diagnose neurosis, a searchlight turned on the patient 
to explore the cause of his illness. A person suffering from 
amnesia, for instance, will tell under hypnosis not only his 
name and address but what brought on the loss of memory. 
Hypnosis uncovers conflicts in the unconscious mind which 
the patient may not even realize existed. Unable or unwilling 
to remember painful material, often he will, under hypnosis, 
visualize, recall, write, draw, or dramatize this repressed 
material. There is no doubt that hypnosis is a short cut to 
the root of the problem. 

How does hypnosis work? Let us take a case of compulsive 
activity in which the patient does certain things which he 
does not want to do. Such a case was that of a boy of eleven, 
who was treated by one of the leading hypnotists today, 
the well-known psychiatrist, Dr. Lewis R. Wolberg. This 
boy had a tendency to tear and pick at his skin. He also 
feared loud noises and aggressive forms of play. He was a 
very polite, ingratiating youngster who insisted that he 
A a parents and younger brother. His dreams, however, 
= rayed his anger against his brother—even though con- 
sciously he was unaware of his hostility. 

Under hypnosis, he regressed to a six-year-old level, and 


revealed his irritation toward his family. He recalled fighting 
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with his brother and being punished for this by his father. 
Then he told the doctor of an incident in which he had 
given his brother a black eye; his father had taken him out 
in the back yard and, in his presence, bashed in the head 
of a cat with a rock. In an interview with the psychiatrist 
the father said he had the cat to frighten his son. This tactic 
was successful, for the boy almost immediately responded 
by being nice to his brother. But shortly after this, he began 
to develop all kinds of neurotic symptoms. By means of 
hypnosis, these symptoms gradually began to subside. 

Hypnosis is valuable only in neuroses of fairly recent ori- 
gin, where the immediate cause of the symptoms is known. 
If a symptom is based on a neurotic personality, the cure 
is only temporary and other symptoms are apt to develop 
later which only psychoanalysis could possibly unearth. For 
instance, let us take alcoholism, which is not a disease in 
itself but a symptom of a disturbed personality. The alco- 
holic drinks because for some neurotic reason he is not able 
to face reality. By telling him under hypnosis that he is 
ruining his health, business prospects, and marital happiness, 
and that he will be deathly sick whenever he touches a 
drop of liquor, the psychiatrist is only linking alcohol with 
something unpleasant in his mind. He is not attacking the 
neurosis itself. n 

Let us consider an interesting case: An Italian truck 
driver was drinking fifteen to twenty shots of whiskey a 
day when he began treatment with a psychiatrist. As a child, 
he had been extremely sensitive; he was fairskinned and 
realized that he was different from other children. This self- 
consciousness persisted with the years, and when he got a 
job as a truck driver he elected to take the night shift so 


that he could avoid people. His drinking was rooted in a 
sexual meloiak Ot went back to his childhood. He 
ter for ten years—until 


had to share a bed with an older sis 
he was fifteen. 
Under hypnosis, 
up until the time 
the morning. His inhibitions 


he could remember only what occurred 
he went to bed and after getting up in 
were so strong that whenever 
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he was asked about the interim, he would wake up—from 
a deep hypnotic sleep. Then he would avoid the psychiatrist 
for a few days. Altough greatly improved today, his neurosis 
is still very much alive. Unless such a patient is left with an 
emotional grasp of the reason for his maladjustment, and 
the will to change is strengthened, the neurosis cannot be 
cured. 

Under the right conditions, hypnosis can banish symptoms 
like migraine, frigidity, or impotence, but whether it can 
remove the neurosis producing these symptoms is question- 
able. 

Even with hysterical patients, who are comparatively easy 
to treat by hypnosis, therapy is usually futile unless treat- 
ment begins early enough—in the early teens. For a number 
of reasons these patients, like alcoholics, are unable to face 
an adult and factual world. They crave sympathy and atten- 
tion at a juvenile level. In other words, they do not want 
to get well. 

Certain cases of phobia are amenable to hypnosis. A nine- 
teen-year old boy had an excessive fear—technically called 
a phobia—of dark rooms. Neither he nor his mother could 
give any reason for his reaction. The boy could remember 
nothing of his father who had died when he was five, and 
the mother refused to tell him anything about his father 
(this was because the father had spent the last two years 
of his life in a mental hospital). 

The boy was hypnotized and asked if he could recall any 
terrifying experience associated with darkness, He described 
a room in complete detail, later identified by the mother 
as an apartment they had left fourteen years before. In this 
toom he saw a man (his father) and a child (himself). In a 
second hypnotic session the boy recalled playing in this room 
while his father read. Suddenly his father began to yell and 
wave his arms about, his face becoming grotesquely con- 
torted. The child fled down a dark hallway, with the father 
after him. While recalling this experience, the boy showed 
great emotion, and his fear that night was intensified. But 
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after a third session, and after he understood the basis of 
his uneasiness, the fear left him, and never returned. 

Two vital factors are needed to remove any neuroses of 
long standing. First, the patient must recognize and accept 
the cause, and second, integrate his findings with his con- 
scious mind. Recovering childhood memories is only the 
beginning of treatment and merely overcomes resistance in 
the patient to the point of establishing a sympathetic under- 
standing with his doctor. The idea and the emotion have to 
merge, otherwise there is a wall between the conscious and 
the unconscious. 

Some psychiatrists find that, in certain cases, hypnosis 
even impedes progress. Where the doctor takes the initiative 
away from the patient, dependence and infantile attitudes 
are cultivated, and hypnosis then becomes merely a demon- 
stration of what the doctor can do, rather than an oppor- 
tunity for the patient to produce results. 

Hypnotherapy is still in its experimental stage. Much of 
its current use is along palliative lines. It is certainly not the 
cure-all that enthusiasts claim. Hypnotism cannot recall 
memories before birth, memories of a previous life; it cannot 
impart unusual gifts and talents to the ungifted; it cannot 
work miracles. 

In this connection, a combination of psychoanalysis and 
hypnosis has recently given birth to a new science, known 
as hypnoanalysis. Hypnoanalysis is regarded as a short-cut 
method of analysis and is being used with much success, 
Psychoanalytic principles are applied in a controlled setting 
provided by hypnosis. 

Hypnoanalysis begins with a period. of intensive training. 
The patient is taught how to become hypnotized. The train- 
ing period should consume no more than a week, at the 
end of which time the patient has achieved three things: he 
should be able to attain his hypnotic state immediately 
upon the suggestion of the analyst, to carry out post-hypnotic 
Suggestions, and be able to revert in memory to earlier years 
of his life. 


The two chief factors in hypnoanalysis are “age regression” 
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and “revivification.” The patient is put under hypnosis and 
is told by the hypnotist to return to an earlier age level and 
to relive certain experiences he had at that time. Most amaz- 
ing results are obtained by this technique. 

Drs. Lawrence Kubie and Milton Erickson have com- 
pleted an investigation into the nature of age regression and 
have found that this technique takes two different forms. The 
first is not an actual regression but occurs as though the 
adult subject were thinking back to and imagining an ear- 
lier period in life. 

The second type of regression is different and much more 
dramatic. Here the patient actually revives and relives his 
past life. This type of regression does not take place through 
the use of current memories, recollections, or reconstructions 
of the by-gone period. The patient lives only in terms of the 
habits and thoughts of that former period in his life which 
he is re-experiencing. 

The final aim of hypnoanalysis is the same as that of psy- 
choanalysis. A neurosis is cured when anxiety disappears, 
repressions are lifted, conflicts are resolved, and the patient 
for the first time can make use of his emotional energy in 
a creative and realistic manner. 


Carbon Dioxide Therapy 


In 1947 Dr. L. J. von Meduna introduced the use of car- 
bon dioxide as a means of unearthing repressed material re- 
sponsible for mental and emotional upsets, uprooting these 
factors and casting them out, thus achieving marked relief 
from disabling symptoms. 

Dr. Meduna’s method is quite simple. A mixture of 30 per 
cent carbon dioxide and 70 per cent oxygen is used for the 
inhalations. This mixture, which is obtained prepared in 
tanks, is administered by means of a mask. During the ad- 
a of the gas the patient lies on a bed or a com- 
ae padded treatment table. One nurse is necessary to 
handle the patient during the treatment. The same nurse 
counts the patient’s respirations in a loud tone in order that 
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the patient can hear and remember the last count that he 
has heard before the full anesthetic effect is obtained. 

The patient is told that his trouble is considered nervous 
in nature and that the gas will act upon the highest central 
organ of the nervous system, the brain. He is told that the 
gas to be inhaled will produce a particular kind of anesthesia 
and that he will experience unusual dreams, emotions or 
thoughts, that old memories may come back to him, or that 
he may not experience anything strange but a dreamless 
sleep. Furthermore he is told that his experiences during 
the anesthesia may or may not be important; but he is en- 
couraged to tell the doctor anything he remembers upon 
awakening. From three to six treatments are given a week; 
each treatment lasts about six minutes. The number of treat- 
ng required may vary from twenty to one hundred and 

ty. 

Improvement may follow different patterns. In a number 
of patients the symptoms diminish slowly and finally disap- 
pear without any revelation as to what caused the condition. 
In other cases the patients live through the sensations which 
brought on the emotional or mental difficulty. During the 
inhalations they dream about the difficulty which brought 
about their illness in vivid and dramatic form. They clearly 
see the basic causes of their condition. Once having faced 
these causes, they are able to overcome them. 

Within the past several years, Dr. Paul H. Wilcox, a re- 
search psychiatrist, has modified the carbon dioxide method 
for obtaining what he calls psychopenetration. When a per- 
son takes five breaths of a 20 per cent carbon dioxide and 80 
per cent oxygen mixture, he experiences certain sensations: 
fleeting pains, numbness, tingling, fear, depression, trem- 
bling, anger, cloudy thinking, sleepiness, etc. These consti- 
tute projections from the unconscious mind onto the con- 
scious in response to the carbon dioxide stimulus. 

The inhalation of carbon dioxide abolishes the control of 
the unconscious mind which is holding back important infor- 
mation as to what is bothering the patient. Dr. Wilcox has 
devised some sixty questions to help reach the unconscious 
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mind by means of carbon dioxide inhalation. The answer to 
these questions from the conscious mind are all “no,” but the 
answers from the unconscious mind are believed to be “yes.” 
The seven test questions which Dr. Wilcox gives at the begin- 
ning of the treatment are: 

1. Do you unconsciously believe that you own everybody 
and everything all the time? 

2. Do you unconsciously want attention from everybody 
and everything all the time? 

3. Do you unconsciously have sexual feelings toward 
everybody and everything all the time? 

4. Do you unconsciously want to kill everybody and every- 
thing all the time? 

5. Do you unconsciously want to submit to everybody and 
everything all the time? 

6. Do you unconsciously want to show all your feelings 
to everybody all the time? 

7. Do you unconsciously want to deceive everybody all 
the time? 

These questions bear on what may be called the drives of 
the unconscious mind, and give the psychiatrist a very good 
idea as to the real nature of the individual. 

The number of inhalations of carbon dioxide reach differ- 
ent layers of the mind. The first five inhalations reach that 
part of the mind which is responsible for psychosomatic ills. 
At this level there is an unconscious struggle involving de- 
fenses against the hurts of life. If one feared that he was 
going to be killed by an enemy he would have several 
choices. He might counterattack and kill the enemy. He 
might turn around and run away, or make believe he is too 
ill to fight, or he might play dead. In carbon dioxide analysis 
the psychiatrist makes an attempt to identify the enemy. He 
also identifies the patient’s reaction to the danger from the 
enemy. If he reacts with a headache, this represents an at- 
tempt to identify the enemy. He also identifies the patient’s 
reaction to the danger from the enemy. If he reacts with a 
cine this represents an attempt to give the impression 

hat he is hurt, and not able to fight the enemy, and thus 
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gain his sympathy. The enemy might be a severe, tyrannical 
father, an older brother who was a bully, an unsympathetic 
boss, an intolerable economic situation. All of these or any 
one of them is responsible for the patient's headaches. 

Let us take another common psychosomatic complaint 
which is often revealed by carbon dioxide analysis, namely 
that of playing dead to escape the enemy. In conscious life, 
playing dead results in psychosomatic symptoms such as 
hysterical paralysis, dizzy spells, hysterical deafness and 
blindness, and feeling numb all over. All these symptoms dis- 
appear when the unconscious reasons for the reactions have 
been worked out. 

Deeper penetration into the mind is accomplished by the 
patient taking additional breaths of the carbon dioxide mix- 
ture. From thirty to fifty inhalations bring about sleep and 
dreaming. The carbon dioxide dream is of great importance. 
It tends to be more limited in theme than spontaneous night 
dreams and centers about a specific problem that is bother- 
ing the patient. This problem is repeated in dream after 
dream. It is possible to put the patient to sleep several times 
with carbon dioxide at one sitting to get the dream firmly 
fixed. After the dream is as clearly described as possible, the 
psychiatrist makes an attempt to ferret out the unconscious 
wish which produced it and the counter-wish which made 
the dream possible. The dream is considered a kind of show 
which is completely controlled by the unconscious wishes. 

It is well known to students of mental phenomena that the 
unconscious creates all of the players and dictates all the 
action in the dream. It is a very important step in the pa- 
tient’s understanding to recognize that the dream results 
from his own unconscious wishes and counter-wishes. When 
the psychologist helps the patient to attain insight into his un- 
conscious conflicts, the repression 1s dissolved and he is no 
longer able to dream the same dream over and over again. 
The unconscious mind has been made to give up its tightly- 
grasped secret and the patient is freed of his neurotic bond- 
age. mae i 
According to Dr. Wilcox it is possible to get at the secrets 
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locked in the unconscious mind much faster by psychopene- 
tration than by psychoanalysis. He has found that by means of 
psychopenetration many mental and emotional ills can be 
prevented. By means of prophylactic psychopenetration emo- 
tional conflicts can be detected in persons who are free of 
active symptoms. These latent conflicts can be treated by 
psychopenetration and degrees of emotional illness can be 
prevented by the decrease of the accumulating conflicts of the 
unconscious mind. In time, this method can become part of 
the procedure of a general check-up to prevent and head 
off both physical and mental illness. 


Music Therapy 


The use of music as a therapeutic measure in emotional 
and mental disorders began many hundreds of years ago. 
The literature is replete with classical citations of the cura- 
tive effects of music in cases of individuals of exalted station, 
such as kings and princes, as well as humble citizens, The 
motivation for the therapeutic application of music in those 
days was empirically rooted and instinctively generated. All 
sorts of extravagant claims were made for the healing and 
curative effects of music which still continue to impress the 
uninformed. 

Within the past decade or so serious attempts have been 
made to evaluate the effects of music on the mind and 
emotions quantitatively and qualitatively along scientifical- 
ly controlled lines. An attempt will be made here to report 
the present status of music therapy today. 

All emotional responses to music are effected by the atti- 
tude and conditions of the individual. In a general sort of 
way there are two types of responses that may be elicited 

y music: perceptual and associative, A perceptual response 
usually indicates that the listener is concerned with an 
objective interpretation of the music he hears and that the 
thought associations stimulated by the experience are con- 


sciously directed by him. The perceptual response to music 
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requires much more concentration and mental capacity than 
sensory response. It develops from the stage of mental ac- 
tivity ranging from the ability to recognize a melody or dance 
rhythm to the technical power to analyze a musical com- 
position. This type of response frequently occurs in persons 
trained as listeners or performers. 

Associative responses are processes of connecting or asso- 
ciating ideas and their emotional components that are not 
directed and controlled by our will, intelligence, or con- 
scious moods. Music produces these responses when the 
hearing of certain sounds causes the reoccurrence in the 
consciousness of thoughts or feelings tied in the memory 
of these sounds. Through the process of association, the 
hearing of music may lead to a contemplation of the past, 
present, or future; it may involve persons, objects, and 
places, events and problems, immediate events or those far 
removed in space and time from the present, depending on 
the emotional color of these recollections and contempla- 
tions. Feelings may recur or arise, which so involve the in- 
dividual that he may become lost in his immediate sur- 
roundings. 

Dr. Ira M. Altshuler has advanced an interesting theory 
for the basis of music therapy. It is his belief that the 
therapeutic principle of music rests upon the close affinity 
between the human organism and rhythm, as well as upon 
the symbolism inherent in musical sounds. The chief signi- 
ficance of music as a means of therapy lies in the mechanism 
of the human brain and the way musical sounds reach and 
affect it, Music, according to Altshuler, is first perceived by 
the thalamus. The stimulation of the thalamus automatically 
incites the cortex, which results in gaining the attention of 
the individual and this makes further therapy possible. 

Altshuler enumerates the following chief attributes of mu- 
sic for mental and emotional difficulties: 

1. Music produces changes in metabolism, respiration, 
blood pressure, pulse, and endocrine and muscular energy. 

2. Music commands attention and increases its span. 

3. Music has the power of diversion and substitution. Mor- 
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bid states disappear and are replaced with wholesome feel- 
ings and ideas. 

4, Music has the capacity to stimulate pictorially and in- 
tellectually. 

The present application of music therapeutically has in- 
creased significantly within recent years. Drs. Metzger, 
Wilde, Broaden, and Edwards evaluated the therapeutic 
effectiveness of music in the hospital and operating room. 
They ascertained that music does much to eliminate fear, 
anxiety, and apprehension by establishing a congenial mood 
and environment. Music augments the advantages of local, 
regional, and spinal anesthesia, for it relieves the psychic 
strain of the patient. It diverts the attention of the patient 
from himself. Cushioned earphones exclude all sounds from 
the operating room, thereby placing the patient, surgeon, 
and assistants at comparative ease since the possibility of 
erroneous interpretation of conversation or the development 
of harmful suspicion is eliminated. Soft, soothing, melodious, 
sweet orchestrations are most acceptable to all patients. 
Hymns, spirituals, and martial music are least acceptable. 

The effects of music on the general activity of apathetic 
schizophrenics was evaluated by Drs. Skelly and Haslerud. 
They arrived at the following conclusions: 

1. Both individually and as a group the patients showed 
significant increase in activity when livelier music was play- 
ed to them. 


2. Thirty-five of the thirty-nine patients showed a slight 


persistence of activity and two a decrease slightly below 
morning level. 

3. It is concluded that the therapeutic effects of music 
such as that used in this experiment are temporary, and prob- 
ably its main use would be as an adjunct to other therapy. 

At the present time music therapy is far from a universally 
accepted mode of treatment. It is still in its infancy and 
experimental stage. However, music therapy is currently be- 
ing evaluated in various mental hospitals and in psychologi- 
cal laboratories not only in the United States but in other 
countries as well. 
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Chapter V 


THE NEUROSIS 


Neurosis, or psychoneurosis as it was once called, is a 
general term applying not only to specific psychoneurotic 
symptoms, such as anxiety, hysteria, and obsessive-compul- 
sive neurosis, but also to constitutional psychopathy, impul- 
sive neurosis, and a few perversions. Freud felt that in neuro- 
sis there was a basic conflict between the Id and Superego, 
with the Ego as the battleground. The outstanding difference 
between the neurosis and the psychosis is that in the former 
only a small part of the total personality is involved, while 
in the latter the entire personality is involved. 

It is surprising, if one looks over the psychological literature 
for the past 20 years, to see how little has been done to 
determine the different characteristics and attitudes of indi- 
viduals classified with respect to their psychological adjust- 
ment. There are, for example, some general ideas that neuro- 
tics feel misunderstood, desire more sympathy than they get, 
find it hard to concentrate, have bad dreams, and often ex- 


pect to fail in their undertakings. In order to determine 


the accuracy of these beliefs Harrison G. Gough of the Uni- 
versity of California conducted a study in which he con- 
cluded that there were significant discrepancies between the 
actual neurotic patient and what was popularly sterotyped 


about them. 

Seven samples of su 
duct the analysis. Four 
psychiatrically diagnose 
maining three were experim 


bjects were obtained in order to con- 
of these samples consisted of patients 
d as “psychoneurotic” and the re- 
ental samples requested to take 
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the role of the patient experiencing a psychoneurotic reaction 
and to answer the test items accordingly. (The Minnesota 
Multiple Personality Inventory was used.) All items yield- 
ing similar and statistically significant differences in each 
comparison were selected. These items, then, could be said 
to embody the fallacious stereotypes of the experimental 
samples. 
Note, for example, “If people had not had it in for me 

I would have been much more successful.” In the stereotype 
about what patients say, this sentiment featured strongly, yet 
in the actual responses of patients, it is almost non-existent. 

The development of neurosis is due to the result of early 
patterns of personality adjustment in which inadequate bal- 
ance exists between the drives of the individual, (the Id) 
and the counter drives, (Ego and Superego.) Despite their 
differences some types of neurosis have much in common 
such as defenses, repression, displacement, reaction forma- 
tion, and rationalization. There are, however, varying differ- 
ences of opinion concerning the significance of these drives, 

For example, Karen Horney suggests that in our culture 
the expression of hostility is of basic importance in person- 
ality integration, and that when it is inadequately expressed 
neurotic conflict results.? Harry S. Sullivan emphasizes the 
importance of the establishment of self-esteem if neurotic 
conflict is to be avoided.’ Recently W. V. Silverberg has 
Stressed the importance of both “inner” and “external” 
sources in the development of self-esteem as well as the 
effective expression of hostile attitudes. When these are 
thwarted in their expression neurotic behavior results. 

According to present knowledge the presents of neurosis 
may be defined as follows: 


l. A high degree of repetitiveness which is irrational in 
nature. 
2. Lack of true insight into the cause of the behavior. 


3. Conflicting drives which contribute to anxiety, self- 
disapproval and tension, 


4, Impairment 
functions, 
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and reduced effectiveness in some physical 


The minor symptoms of these conditions are thought of 
as neurotic trends and are often considered forerunners to 
possible neurotic behavior patterns. Some text writers feel 
that all people have neurotic trends. However this concept 
does not explain the condition, and does little to differen- 
tiate between real neurotic patients and the neurotic who 
has not yet been hospitalized. 

Another consideration which might be brought up here 
is whether neurosis can mature into psychosis. Dr. Henry 
A. Davidson, in an excellent article entitled “Can Psycho- 
neurosis Mature into Psychosis” gave 13 points in answer to 
this question.° 

1. It would be unlikely that an organic psychosis would 
develop from neurosis. 

2. Psychophysiologic and psychosomatic conditions hard- 
ly ever develop from neurosis. ' 

3. Dissociative reactions of neurotic nature, rarely de- 
velop into psychosis. 

4, Neurotic conversion reactions do not, normally, mature 
into psychosis. 

5. Anxiety reactions do not mature into psychosis. 

6. There is no sharp line between neurosis and depression. 

7. Early symptoms of schizophrenia may be somewhat like 
neurotic depression. Tis 

8. Phobias, compulsions, and obsessions may be prelimin- 
ary to psychosis. a 3 

9. Some types of schizophrenias have a long “ambulatory 
or “pseudoneurotic” condition. While in this state they may 
be mistaken for neurotic. j 

10. During remissions a psychotic patient may have resi- 
dual symptoms which seem neurotic. í : ; 

11. Functional psychosis has some relationship with pre- 
existing neurosis. an 

192. “Under two conditions a psychoneurosis might be un- 
related to a subsequent functional psychosis. One condition 
is that a very long symptom-free period existed between 
the two.” . . . “The other condition would be a major emo- 


tional crisis in the interim. 
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13. “To relate a current functional psychosis with a much 
earlier psychoneurosis some psychiatric symptoms should be 
shown bringing the time-gap.” ° 

The median age for patients under treatment for neurotic 
disturbances is about forty. All ages from childhood to sen- 
ility can be, and are, affected by this type of mental dis- 
order. The excess of women patients with neurosis has ac- 
counted for the fact that about 75 per cent of the hysteric 
patients are women. In other types of expression of neurosis 
the ratio between men and women is about equal. Intelli- 
gence, education and economic status is comparable with 
that of the normal population. Approximately 40 per cent of 
the diagnosed patients are hysterics, 40 per cent anxiety 
state or neurasthenic and 20 per cent psychasthenia or ob- 
sessive-compulsive neurosis.’ 

Although there are many different types and varieties of 
neurosis we shall only discuss the more common ones, these 
being: hysteria, obsessive-compulsive reactions, fugue states 
and neurasthenia. I have purposely left out the convulsive 
disorders, such as epilepsy, because they are more often 
than not, organic in nature, although there are psychological 
reactions due to the epileptic condition. For a complete 
understanding the reader is urged to consult any of the large 
number of volumes that have been written about epilepsy." 


Hysteria 


This disease has an interesting history concerning the 
derivation of its name. The name “hysteria” is derived from 
the Greek word votépa meaning uterus. The Greeks believed 


°? See: Penfield, W., and Kristiansen, K., Epileptic Seizure Patterns, 
Springfield, Ill., Charles C. Thomas, 1951; Lennox W., G., Science and 
Seizures, New York, Harper, 1946; Mittelman B., “Psychopathology of 
Epilepsy,” in, Epilepsy: Psychiatric Aspects of Convulsive Disorders, 
we Hoch and R. P, Knight, Eds.) New York, Grune and Stratton, 
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that the disorder was limited to women and that it was a 
disease of the womb. This belief that the illness was re- 
stricted to women persisted as late as the beginning of the 
present century. Not until the first world war, when many 
soldiers developed symptoms typical of hysteria, was this 
theory finally done away with. 

The present conception of hysteria is that it is a spon- 
taneous, unpremeditated attempt to adjust to problems too 
big to handle in the normal fashion, by a flight or escape 
into incapacity. This loss of function may either be physical 
or psychological. Real hysteria, however, must not be con- 
sidered a deliberate and conscious escape attempt or as 
malingering, for the individual who develops hysteria does 
so without being conscious or aware of his true motives. 

The symptoms and forms which hysteria may take are 
numerous and varied, and therefore an attempt will not be 
made to list all of them. Physical symptoms frequently in- 
clude paralysis, tics, tremors and contractions. In sensory 
disturbances anesthesias, hyperesthesias and _paresthesias 
are common. It is interesting to note that these symptoms 
may be expressed in the lay conception of the disease. 
An example of this is found in “glove anesthesia” and “stock- 
ing anesthesia.” In this form the individual loses sensation 
in his hand up to the wrist, or in his feet up to the ankles. 
This does not correspond with the distribution of nerves in 
these organs but rather with the individual’s mental con- 
cept of the limb. ; 

Visual disturbances may also occur in conversion hysteria. 
These may range from such minor symptoms as “tunnel 
vision” where the patient can only see along a direct line of 
vision, to total blindness. 

In some instances the desire to escape from a situation 
may take the form of a lapse of memory. The patient, besides 
forgetting his name and personal identity, leaves home and 
may start life anew in some other place, assuming a new 
name and personality. This reaction is called a fugue which 


is the French word for flight. 
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Fugue States 


Definitions of fugue or ambulatory automatism are nu- 
merous. A fugue is characterized by a disturbance of mem- 
ory and may be classified into three types. These are: fugue 
with awareness of loss of personal identity; fugue with 
change of personal identity; and fugue with retrograde 
amnesia. 

There are two stages of the first type of fugue: first the 
patient develops an altered state of consciousness in which 
unconscious forces cause him to carry complicated activities 
and even travel considerable distances; second, he realizes 
that he does not know his name or have any memory of his 
past life. There is usually also a total amnesia for the first 
stage, even after memory of his past life and identity are 
recovered. The first stage may last an hour or several weeks 
and the unconscious fantasies before, during and after it are 
important in determining the psychodynamics of the fugue. 
The patient may assume a false name in fugue with change 
of personal identity (unconsciously identifying himself 
with another person or knowingly taking a false name in the 
realization that he has lost his identity). Cases with retro- 
grade amnesia are unaware of a loss or change in identity, 
but revert to an earlier period in their life with retrograde 
amnesia for all subsequent events. 

Patients may give a history of dizziness or fainting spells. 
They travel far, but often appear ill and may be picked up 
by the authorities. The person in a fugue resembles a som- 
nambulist or dreamer. Forbidden wishes are expressed in a 
disguised form. He is constantly in conflict with his super- 
ego and the fugue permits the performance of forbidden acts 
or fantasies. Additional defense mechanisms, varying with 
the type of fugue, are developed. 

In fugue with awareness of loss of personal identity, a 
panic-inspiring impulse to murder is being warded off. This 
is usually done by the subject turning against himself in a 
suicide attempt or developing delusions and hallucinations 
which are projected on the intended victim. It is believed 
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that this type of fugue is closely related to psychosis and 
should not be considered a simple hysterical conversion. 
Other types of fugue besides those described above, include 
the simple and the alcoholic fugue states. 


Anxiety Neurosis 


Anxiety is an emotional state comprising many different 
aspects and manifestations. It is one of the most common 
of the emotional upheavals. 

Primitive man related everything to present circumstances; 
he had no notion of future events. He practiced hunting for 
impelling present needs and was aware only of immediate 
danger. He experienced fear in the presence of frightening 
stimuli, but he was not anxious about future events. Anxiety 
entered man’s awareness when he acquired a conception of 
time as a precursor of future events. 

The existence of man is essentially finite. Although our 
existence is characterized by potentialities, the moment will 
come when there will be no future, no potentiality, no pos- 
sibilities. This, of course, is the moment of death. It is our 
realization of the limited time allotted us which accounts for 
the tragic character of anxiety. We reach beyond ourselves 
toward the future. We plan constantly, and we project our- 
selves into the plan. Thus, we are concerned with possible 
future threats to our existence, to our values, to our hopes 
and aspirations. 

The individual tends to aspire to a level of development 
which is the highest he can attain; at the same time he seeks 
to defend the particular level he has achieved against 
threat, because any lowering of this level constitutes a vital 
injury to his inner self, his ego. Accordingly, anxiety may be 
expected to arise whenever the individual feels threatened 
not only by actual danger, but by a situation which threat- 
ens his personality integration as a whole. 

We must experience some frustration, in order to learn 
to face reality. To face reality successfully, we must have 
developed a strong inner self, the ego. Hence the ego is born 
87 


and developed out of the pain of frustration. Anxiety results 
when the gratification of an urge or desire is consistently 
frustrated by reality. The degree of anxiety will vary from 
imperceptible faintness, when the ego is in the process of 
coping successfully with reality that is, removing frustrating 
obstacles to instinct gratification, to heightened tension, 
when the ego is failing and frustration persists. 

In the course of evolution, the planning function of the 
nervous system has culminated in ideas, values, and pleas- 
ures. These are the unique properties of man. Man alone 
can plan for the distant future; he can think ahead. For this 
reason man alone can be anxious. Anxiety accompanies in- 
tellectual activity and curiosity as its clinging shadow. 

The very nature of modern living evokes anxiety. Man 
must constantly endeavor to find himself. His future is limit- 
ed by the undeniable fact of his imminent death. Thus he 
moves ceaselessly from his future to his past, from anticipa- 
tions and plans to memories, regrets and remorse, and all 
are tinctured with anxiety. Man alone can make decisions 
and each decision is a risk. He is constantly surrounded by 
and filled with uncertainty. 

Thus anxiety is essentially the dreadful anticipation of 
danger. Normally, it exists in the unconscious mind and 
does not penetrate the conscious mind until the thing we 
dread and fear becomes known. For example, unexpected 
danger produces normal anxiety. If the danger is real, and 
we cannot act effectively, fear is manifested. This tension is 
then transformed into normal anxiety. 

Anxiety may be caused by a sense of utter isolation, of not 
belonging, of being left out of things. The baby experiences 
such anxiety when it is weaned and has to face the unknown 
and threatening world alone. However normal infants soon 
learn to overcome this feeling. 

Anxiety may also reflect a fear of being destroyed, with- 
out the possibility of self defense. It is neurotic in that it 
has no definite object to which to attach itself. It is the 
fear of the unknown and unknowable, the unusual, the in- 
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definite, the mysterious. This uneasy feeling produces a state 
of helplessness, since no purposeful action is possible against 
an unknown danger. It creates mental confusion and may 
paralyze physical activity because the nervous tension can- 
not be resolved. If this anxiety is of brief duration it is nor- 
mal; if it persists, grows and pervades one’s entire being, 
it is abnormal. 

The type of anxiety which afflicts most neurotics is known 
as free-floating anxiety which brings about a general all- 
pervading sense of doom, unrelated to immediate reality. 
Free-floating anxiety lies in wait for some event to attach it- 
self to: a child’s serious illness, death in the family, the loss 
of a large sum of money, the loss of an important position. 
The neurotic will frequently say: “I have a feeling that some- 
thing terrible is going to happen. I can just feel it in my 
bones.” If nothing bad actually does happen, the feeling 
of impending danger is forgotten. The anxiety floats away 
as freely as it came to return as soon as the person is off 
guard. Then he will again wait for something bad to happen 
to justify that curious pervading heaviness which resembles 
normal fear, but is usually without cause or justification. 

All of us are subjected to anxiety at times; it is the univer- 
sal phenonmenon of our times. Hand in hand with anxiety 
we find insecurity and uncertainty regarding the future. Nor- 
mal anxiety keeps us alert and purposefully aware. It be- 
comes bothersome and harmful when it recurs persistently 
in inappropriate situations. 

The constantly anxious individual has certain drives and 
characteristics which keep him in a constant turmoil. He is 
unusually conscientious, overly meticulous about details, 
worrisome, especially if events do not fall into their custom- 
ary grooves. 

Let us examine a typical anxiety reaction. It may begin 
with some disturbance such as a family or marital problem, 
financial or vocational problem, and these in turn lead to 
feelings of inadequacy and insecurity which eventuates into 


a feeling of anxiety. 
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Anxiety frequently results in various disagreeable and 
sometimes quite painful, bodily sensations. The most com- 
mon of these are: 


. Difficulty in breathing. 

. Pain in the region of the heart. 

. Palpitations 

. Dizzy spells 

. Increased perspiration 

. Generalized weakness and exhaustion 


. Pains and cramps in the stomach 
. Headaches. 


ONDAN 


What does a person who is anxious complain of: The 
most common complaints are: 


1. Fear of indescribable danger 
2. Fear of impending illness 

3. Irritability 

4. Insomnia 

5. Restlessness 

6. Loss of appetite 

7. Sluggish thinking 

8. Feeling of confusion 


What are the common signs observed in persons experi- 
encing anxiety? 

1. Cold, moist hands and feet 

2. Dry mouth and lips 

3. Variations of rate of the pulse 

4. Variations in blood pressure. 

5. Tenseness 

6. The abdominal muscles are still and tense 

7. The colon feels tender 

8. The reflexes are exaggerated 


Tf anxiety continues for an: 


undergo structural changes. When anxiety is prolonged and 
abnormal it is indicative of emotional illness. 


Anxieties of Old Age 

As a person grows older he undergoes certain mental and 
emotional changes in attitude and outlook. At the same 
time he becomes acutely aware of certain parts of his body, 
such as his skin. The skin is the most visible part of the 
individual, and, therefore, will reflect the aging process 
relatively early. 

Although general skin health is barely impaired by the 
process of growing older, the senses of hearing and seeing 
are definitely impaired. The central nervous system is a deli- 
cately organized and balanced mechanism. Aging brings 
about certain definite changes in the nerves. First there is 
a decrease in speed of action of thought processes, and 
very much later an inability to sustain prolonged mental 
activity. It is also believed that changes in the stability of 
the nervous system also brings about changes in the endo- 
crine glands, another important system of organs very much 
involved in the aging process. 

On the other hand, those organs which are not too inti- 
mately associated with higher functions, the stomach and 
intestines, as well as the excretory organs, and those organs 
made up of smooth muscle are the least affected in the pro- 
cess of aging. These organs show few changes as we grow 
older and are only slightly reduced in efficiency. 

What makes the aging person rigid and unyielding? Psy- 
chiatrists have sought and found a most interesting and 
illuminating answer. Disturbances in the functioning of 
aging organs, loss of efficiency, increased painful sensations, 
associated with the changes in these vital organs, give rise to 
inner tension and anxiety. Decreased efficiency makes change 
difficult and readjustment to new demands quite impossible. 
To break away from adjustments already formed, even 
though quite faulty, to give up more or less ingrained forms 
of behavior, to make adjustments to novel and untried situa- 
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tions, serves only to increase the inner feelings of tension 
and anxiety, and this makes even the contemplation of 
change a very painful and anxious process. 

The “senior citizen” reacts to this threat as to some danger, 
with hostility and irritability. The constantly changing 
world is regarded with fear and suspicion. The elderly per- 
son has settled down in his ways of thinking, acting, and 
feeling; has found patterns that suit him quite well and 
which give him the greatest amount of comfort. He has ar- 
rived at this feeling of comfort after years of trial and error, 
and for him is tailor made. He has found that these give 
him the greatest sense of security and help ward off feelings 
of apprehension and anxiety. 

Why should he seek to make new re-evaluations, new 
orientations, new adaptations? Who knows what these may 
bring? Furthermore, he is preoccupied with the process of 
growing old, with facing new anxieties and tensions because 
he is growing old. He has his hands full in trying to main- 
tain his effectiveness as a human being who is undergoing 
frightening physiological and psychological changes. The 
fact that in the midst of an ever-changing social environment 
the aging person is also undergoing a rapid change in his 
individual emotional and social economy further compli- 
cates the task of readjustment. l 


Thus we may regard the conservatism and rigid tradition- 
alism of a 


ging persons as an expression of a need to cling 
to a world in which the individu 


gratification and sense of inner 
In this connection, I mi 


helps to ease inner fe 
An extreme form o 


= the same chair, eat the same food, take 


the same route in his daily walk, etc. In this way he attempts 
to make time stand still and halt its ravages. Conservatism is 
a defense against anxiety. The aging person believes that his 
conservatism is justified by wisdom and judgment based on 
life-long experience. Dr. W. R. Miles finds that in the old 
“an interest to better mankind springs as pure and unselfish 
as any which social men can develop.” Dr. Clark Wissler 
finds in the aging the “relentless momentum of the living 
culture,” and, speaking of all cultures, he says, “In the main, 
it is an old man’s world.” Conservatism, therefore, under 
normal circumstances, serves a rather useful function for 
man as a unit, and for society. 

John Dewey remarked that “past experience and ma- 
turity may tend to render human beings more and more 
skeptical to the value of innovation,” and further stated that 
“There is no well ground way of connecting conservatism of 
this type with any inherent biological processes.” Innovation 
and readaptation are necessities in a constantly changing en- 
vironment both from the viewpoint of the individual and the 
group. As a psychological process, conservatism is of value 
in that it enables the individual to maintain his stability and 
personality integration; without it, under certain specific cir- 
cumstances, the total personality would collapse. 

The rate at which the aging process takes place has direct 
bearing on the severity of personality changes. To illustrate, 
one might consider the differences in men and women during 
the change-of-life period. Emotional disturbances during this 
period are more frequent in women, and are more often of 
greater intensity. Involutional melancholia is also more fre- 
quent in women. This may be accounted for by the fact that 
the cessation of the reproductive phase is more abrupt in 
women, and generally occurs earlier. 

When the aging individual has succeeded in making re- 
adjustments within himself and his environment which pre- 
vent the eruption of anxieties and tensions, that individual 
has attained some degree of emotional calm. However, the 
aging person who pictures himself as a useless, burdensome 


person who is fearful and anxious, requires guidance. Retire- 
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ment from a lifelong activity into inaction and boredom is 
detrimental to his well-being. Such a person should seek new 
avenues of activity which are compatible with his physical 
and mental resources. He should engage in new pursuits 
which are beneficial to himself and to society. He may ac- 
quire some part-time activity where his considerable experi- 
ence and wisdom may be of great value. In this way he will 


of giving new life to the a 


his prime can continue to do so to an advanced age, 
An exam 


ple of anxiety neurosis i 


he was out of the house one day and that when he returned 
he saw his father lying dead. He was directed by the other 
men upstairs. They gave him things to drink, and con- 
vinced him that he had killed his father. When arrested by 
the State Police he made a confession admitting to the 
killing. He was tried, convicted and sentenced to life. Eight 
years later he was paroled and remained on parole for eight 
months. 

He was arrested for possession of stolen goods, although 
he claimed some friends sold him the items, he not know- 
ing they were stolen. His parole was revoked and he served 
seven years before he was again released on parole. He 
found a job in a large Eastern city factory where he lived 
with his sister until she decided to move. Since he was doing 
so well at his job he did not want to leave the city and move 
with her. He rented a car and drove to another state where 
he was picked up for violating parole. His present mental 
condition and his three attempted suicides are the out- 
growth of these circumstances. 


Clinical Report 


Attention: Can be held and directed. 

Stream of thought: His expressed thoughts are dejected and 

depressed because of the crime he committed. 

Memory: Intact. He showed fairly good memory for remote 

and recent events. 

Reasoning and judgment: He has no insight into his condi- 

tion and his judgment is inadequate as shown by the fact 

that even though he got a life sentence he was paroled 

three times and each time broke his parole. 

Emotional state: When thinking of his father’s death and 

his trouble he shows strong emotion and will even cry. 
Although satisfactorily oriented with good recall and 

ability to make relevant replies of an impersonal kind, he 

was poorly coherent regarding his crime with obvious con- 

fusion and bizarre verbalization of a schizophrenic type. 

Content is delusional and paranoid although his persecutory 
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ideation is given in a setting of extreme apology and self- 
depreciation. Although hallucination is not determined, it 
is suspected in view of his evasive reply to whether or not 
there are any “fagins” set upon him or bothering him as 
he says they have in times past. In this respect it would 
appear that the patient was subjected to marked hallucina- 
tions at times when he was paroled out on the street where 
he “carried my case to the people.” 

The patient's only interest is in getting his case tried which 
he calls a case of “innocence involved”—too complex to 
state but one in which he could prove his innocence. His 


suicidal acts, he says, were because “no one would listen 
to me.” 


Given the Ammons Picture-Vocabulary Test he earned a 
Mental age of 15.9 years or an I. Q. of 106 which shows 
there cannot be very much intellectual deterioration despite 
what is probably a chronic emotional disorder. His associa- 
tion to the Ammons material however, was weak and very 
loose. This condition is not taken into account, however, in 
the scoring, i ? 


The Bender re 
or disturb 


y much self-evasive "e ene Tae diaranek 
maps, flowers, etc, morphous content as X-rays, 
Obsessive- 


Compulsive Neurosis 


Among t 
Mari d Seg rac Ms pe neuroses is the obsessive- 
: Us Neurosis that the search 


for safety takes its clearest form. “Compulsive-obsessives 
try frantically to order and stabilize the world so that 
no unmanageable, unexpected or unfamiliar dangers will 
ever appear. They hedge themselves about with all sorts of 
ceremonials, rules, and formulas so that every possible con- 
tingency may be provided for and so that no new contin- 
gencies may appear.” The symptoms, much like those of the 
other neuroses, arise from a conflict of the instincts. An at- 
tempted solution of the conflict results in symptoms which 
serve as a gratification of the instinctual drive. However, 
unlike other neuroses, the conflict in the obsessive-compul- 
sive neurosis is not manifested in somatic complaints, but 
remains entirely in the psychologic sphere; the effect of the 
unconscious conflict is attached to relatively innocuous ideas 
and activity. 

Obsessive-compulsive behavior is in its general sense a 
repetition compulsion. In fact, this typifies all neuroses, and 
refers to the inability of the neurotic to modify his behavior. 
Obsessive-compulsive behavior in its specific sense refers 
to ritualized performances. This syndrome is unstable and 
represents a second line of defense against some type of 
breakdown. 

Obsessive-compulsive neurosis includes hand-washing or 
other pointless ritualized behavior; compulsions to count or 
repeat certain words and phrases; obsessional fears of dirt, 
germs, or of inadvertently harming another person. The 
obsessions are usually accompanied by ritualized precaution- 
ary behavior; the hands are washed a certain number of 
times a day, material must be arranged in a certain way, etc. 

These obsessions and compulsions are attempts to ward 
off guilt concerning unconscious sexual or aggressive wishes, 
or to undo or make reparation for them. Thus obsessive-com- 
pulsive neurosis can be said to be a secondary defence 
against a reactivation of repressed material. 

As further breakdown occurs, symptoms may develop 
which may be properly classifiable as hysteria, schizophre- 
nia, paranoia, etc. The essential purpose of obsessive-com- 
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pulsive activity is to prevent the onset of more serious 
symptoms. 

There are a number of characteristics that denote obses- 
sive-compulsive neurosis. These are: 


1. Compulsive rituals (e.g., hand-washing rituals) i 

2. Obsessive fear of dirt and germs (usually accompanied 
by cleansing and tidying rituals. ) 

3. Obsessive fear that the patient may harm someone 
(usually accompanied by precautionary rituals.) 

4. Compulsive need to count, or repeat verbal formulae. 

5. Obsessive rumination about trivial or irrelevant mat- 
ters. 

6. Compulsive drive to work, or to 
activity. 

7. Compulsive attendance to detail, often at the expense 
of the broader, more important aspects of the task. 

8. Compulsive adherence to high standards of work, or 
morality, or to regulations, 

9. Compulsive pseudo-attempts at suicide, 

10. Compulsive avoidance of feared si 
crowds) or obsessive fear of certain situations, 

11. Compulsive habits or mannerisms (e. g, tics) 

12. Obsessive hypochondria, 

13. Compulsive avoidance or 

14. Obsessive fears of being poisoned, swindled, attacked. 

15. Obsessive doubts, vacilla 

16. Compulsive sex 

is Compulsive ag, 


busy one’s self in some 


tuations (e.g. 


Phobias: Abnormal Fears 


A phobia is a fear of something which is not objectively 
a source of danger, but which the individual reacts to with 
real fear despite the fact that he realizes this reaction is 
inappropriate. A phobia is an unrealistic and persistent fear, 
the origin of which has been forgotten. 

There are two theories regarding the origin of phobias: The 
conditioning theory and the dynamic interpretation theory. 
According to the conditioning theory in phobias, there is 
an emotional traumatic episode, feelings of guilt, repression 
from consciousness of the experience, and subsequent up- 
sets whenever the individual is exposed again to the circum- 
stances of the original emotional trauma. 

In general, the dynamic theory holds that the phobia is a 
defense mechanism through which the individual gets rid 
of anxiety arousing impulses. An unconscious impulse arouses 
an emotional state: this impulse is repressed, but the emo- 
tional state continues. The individual tries to explain his 
emotionally aroused visceral tensions, and their causes, and 
seizes upon some object, situation, or idea as the explanation. 
A real situation can be handled through avoidance, whereas 
the impulse, being unconscious, cannot be dealt with. 

Thus the phobic individual purchases freedom from anx- 
iety by avoiding certain objects or situations. If, as the 
conditioning theory maintains, phobias result from one or 


more fear-producing episodes, the individual should, by 


avoiding the fear-producing object or situation, be free from 


anxiety and the whole problem would end there. It is here 
the conditioning theory fails as an explanation for phobic 
anxiety. It may be a progressive maladjustment which con- 
tinues to operate and spread to other objects and situations. 
Anxiety attacks occur in many situations and each situation 
is seized upon as an explanation of the attack. Eventually, 
if the attacks continue, the patient becomes a phobic prison- 
er”, finding no situation, even his own home, which does not 
provoke a fear response. A phobia is a psychological narcotic, 
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but as in narcosis the method of relief eventually becomes 
the disease itself. 
In summary, a phobia is a morbid fear brought on by 


some experience in the past. It is a defensive mechanism 
against continual, severe anxiety. 


Neurasthenia 


Since this neurosis, which i 
dullness, depression and lack of interest, may be found in 
the hypochondriac, the hysteric, compulsive or anxiety state, 
there is question as to whether it should be listed as a spe- 
cific syndrome. There are, however, a large number of neuro- 
tic patients whose symptoms center around complaints of 
fatigue. This fatigability also extends to the mental as- 
pects of the individual’s life. The fatigue of the neurasthenic 
differs in several ways from actual physical fatigue. First 
neurasthenia is not due to actual physical exertion, Weeks 
of rest and idleness do not alleviate the symptoms. 

Another characteristic of the disease is the presence of 


ing sensations of the neck and 


i omplaints. Lack of sleep and loss 
of appetite are also common features. 


gy is much involved. Heredity has 
an important factor since mental 


s characterized by fatigue, 


chronic cases it is known that it la 


of chronic psychologic 
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Chapter VI 


FRIGIDITY AND IMPOTENCE 


Frigidity 

Frigidity is the most common sexual disability in women. 
By frigidity is meant an absolute disinterest or aversion to 
the sexual act. Usually it also means the inability to attain 
an orgasm. However, there are many women who are not 
frigid and still are not able to attain an orgasm at all times 
although they may be enthusiastic and willing partners. 

The proportion of women who are unable to achieve com- 
plete sexual satisfaction has been estimated at more than 50 
per cent. A large number of women never achieve orgasm at 
any time in their lives, while others have sexual satisfaction 
for a period of from one to five years after marriage and then 
the capacity for achieving satisfaction is lost gradually. 
Others do not begin to have orgasms until six months or a 
year after marriage. They may experience sexual satisfaction 
for a time, and then once more lose the capacity for sexual 
satisfaction. 

There are many causes of frigidity, both organic and 
psychic. The normal woman accepts sex as a great natural 
force, not something to be ashamed of. It is the drive which 
sustains the life of the race, and it grows and develops into 
the finest human emotion—love. She balances the physical 
aspects of sex with the spiritual; her attitude is serious but 
not morbidly so. She has no traffic with either the obscene or 
the prudish. This attitude is the best deterrent to frigidity. 


Education in sex matters is of the greatest importance. 
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Enlightenment as to the equal worth of the male and fe- 
male genitals should be impressed upon the girl who has 
arrived at puberty. Inspiring fear concerning masturbation 
should be avoided. In fact, anything that arouses fear and 
guilt as concerns sex and the sexual organs is extremely 
dangerous. For example, excessive masturbation of the clitor- 
is after puberty inhibits the excitability of the vagina. 
However, the girl can be told this in a way that appeals to 
her intelligence without arousing extreme guilt feelings. 

Ignorance, misinformation, infantile inhibitions, neuroses, 
perversions, are fertile grounds in which frigidity breeds. 
These can be avoided by the proper information given in 
the proper way. Education and proper enlightenment in 
sexual matters are wonderful forces in the prevention of 
frigidity. 

The chief causes of sexual frigidity in women may be list- 
ed as follows: 
1. Fear of disapproval or punishment. 
2. Fear of criticism or ridicule. 


3. Fear of bodily injury from some disapproving person 
other than the sex parner i "a 
4. Fear of pregnancy, 


5. Hostility toward the sex partner. 
6. A general resentment toward 
sex, with a desire to do them harm. 


7. Resentment of what is considered male domination. 

8. Envy of the woman on the part of the male and a 
consequent refusal to gratify her, 

9. Fear of injuring the genitals of the sex partner. 

10. Conflicting ideals (usually unconscious), 

TE Conflicting loves (father; brother, ete. ) 

12. Latent homosexuality, 

13. Excessive self-love, In these cases there is no love left 
for the sexual partner, 


In general, much can be ace i 
Tal, mu omplished to prevent the 
onset of rigidity im women during the girls "PA eia years. 
These preventive measures are suggested: 
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persons of the opposite 


1. Maintenance of a home atmosphere in which security, 
affection, and tolerance predominate. 

2. Lack of confusion as to sex identity. 

3. Avoidance of discussions with children centering on 
difficulty or pain experienced by the mother in childbirth. 

4, A practical and unembarrassed parental attitude toward 
bathing, toilet training, and sexual matters. 

5. Allowing children of both sexes to play naked or bathe 
one another during the early years, but avoiding such ex- 
posure on the part of the parents. 

6. Providing the children with their own rooms, so that 
there is no possibility of their observing or hearing the 
parents during sexual intercourse. 

7. Providing adequate preparation for menstruation. 

8. Avoidance of overemphasis on chastity; mothers should 
not picture men as “beasts”, always ready to take advantage 
of girls and women. 

9. Children’s questions on sexual matters should be an- 
swered fully and accurately. i 


Let us return to the causes of frigidity enumerated earlier. 


1. Fear of disapproval or punishment: The woman who 
fears that the sex act will cause disapproval or punishment 


will be so inhibited that she will not be able to experience 
e mistaken notion that sex is a forbidden 


t no “decent” woman should enjoy; it 
P and certainly not lady-like. In fact, 
she has been brought up to regard anything purely physical 
as sinful and disgusting. These notions predominate in her 
mental makeup and personality structure. | All physical 
functions of the body are regarded as “low” and “indeli- 
cate.” Women cannot stand blood and violence; they can- 
not experience heady emotions. 

2. Fear of criticism or ridicule: This is closely akin to the 
above feeling. There is a notion among the uninformed that 
any show of emotion in women, especially that of a sexual 


nature, is justifiable cause for criticism or ridicule. Women 


orgasm. She has th 
thing, something tha 
is regarded as “bestia 
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are supposed to be naturally shy, reserved, inhibited, repres- 
sed, and cold. A more or less generalized conception exists 
that women’s sexuality is more spiritual than men’s. This 
may be true, but this does not mean that this spiritualiza- 
tion forbids a full expression of sexual feeling. In fact, it is 
called for in order to avoid repressions and harmful inhibi- 
tions which may often lead to neurotic and disabling symp- 
toms. 

Normally women subordinate their sensuality to love or 
longing for love. This is normal, so long as it does not per- 
sist into marriage. If it does, frigidity may be the inevitable 
result. This ability to gradually shape erotic longing so as 
not to negate the direct experience of sexuality is one of the 
goals of woman’s adulthood and sexual maturity. 

When the idea that sex is a normal and natural thing in 
every woman’s life takes a firm hold, fear of criticism or 
ridicule is dissipated. All normal and natural functions are 
approved activities, 

3. Fear of bodily injury from some disapproving person 
other than the sex partner: This is not too common. Back 
of the minds of certain very inhibited women is the fear 
that sexual indulgence will bring them bodily harm from 
other women, a member of their own family, or a friend 
who is sexually inhibited. This constant and’ gnawing fear 
is enough to destroy all anticipation of an orgasm. 


4. Fear of pregnancy: This is often 
ance of certain functions, Fr 


5. Hostility tow dt è 
bringing, a ard the sex partner: Bec 


Seion, some women harbor hos 
ave been taught to regard men as persons who exist only 
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for the purpose of gratifying their sexual desires without 
regard for the woman’s feelings. 

The psychological make-up of such women is quite com- 
plicated and requires some elucidation. Such a woman re- 
gards the male organ as a dangerous weapon which will 
inflict injury upon her by penetration. This causes her to 
lose her bodily, personal, and social integrity. Therefore, she 
submits to sexual intercourse in a state of vaginal anesthesia. 

Hostility toward the partner may also take the form of 
what Dr. Helene Deutsch calls a malicious orgasm, which 
consists of the following: the rhythmic contractions follow 
their course in complete disregard of the man’s rhythm. In 
such cases the sexual act often becomes a competition. Who 
will be through first or who will keep it up the longest? The 
woman disregards the man entirely. She hopes he will not 
achieve orgasm. She desires to defeat him in any aim to 
derive pleasure from the sexual act. 


6. A general resentment toward persons of the opposite 
sex, with a desire to do them harm: This is closely related 
to the feeling of hostility; sometimes there is a complicating 
masculine protest. Such women resent being women; they 
envy man’s freedom and social privileges, which they feel 
are being denied them. Their resentment may be so great 
that they wish to inflict harm on the man. 

7. Resentment of what is considered male domination: 
Such a woman cannot tolerate any sort of control by any- 
one, least of all her husband. She will not afford her husband 
any sexual satisfaction because she hates to give satisfaction 
to anyone who dominates her. Therefore she will not have 


any sexual pleasure; she becomes frigid. 
8. Envy of the woman on the part of the male, and a 


consequent refusal to gratify her. He practices withdrawal 
or some other unsatisfactory sexual act which does not give 


his wife an opportunity to attain an orgasm. 
9. Fear of injuring the genitals of the sex partner: Some 
women have a tendency toward muscular contraction of the 
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vaginal canal during sexual excitement. This may result in 
vaginismus, and injury to the male organ. This fear of in- 


juring the genital organs of the sex partner acts as a hinder- 
ing influence on the woman, 


10. Conflicting ideals (usually unconscious): The woman 
may be married to a man who is short, fat, and untidy. Her 
ideal may be tall, slender, and immaculate. She may be 
wholly unaware of this ideal in her mind, but it is there 
nevertheless. She cannot give herself sexually to her husband, 
whom she may respect and admire, but actually cannot 
love sexually. She becomes frigid as time goes on, and re- 
mains so until she can actually meet her ideal. 


11. Conflicting loves (father, brother, etc. 
loves some other man and cannot accept her 
ly. The daughter’s relation to her father is an interesting 
one in this connection. There may be an erotic bond be- 
tween the two. The father becomes the daughter’s ideal. 
The father image becomes firmly implanted in her mind. 
These women are er 


otically bound all their lives to a man 
they have to renounce, 


): The woman 
husband sexual- 


12. Latent homosexuali 
reach puberty. They then 
o their own sex and bec 


ors involved in female homosexuality. 
elation to her father has in- 


ing factor gives rise to frigidity. Such 
a woman cannot have a normal heterosexual life. 
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13. Excessive self-love: Genital and extra-genital factors 
operate in what we are wont to call love, possibly in its true 
form only in the first five years of life. There are barriers 
to the real satisfaction of love at later periods, those of 
homosexuality and those created by narcissism; hence, com- 
plete satisfaction is rarely attained. Fundamentally, object 
love and self-love are in perpetual rivalry. 

The narcissistic woman is a self-centered person, who loves 
herself only; any concession to others is impossible. She can- 
not share her love; she cannot allow her husband to enjoy 
the sexual act; and in order to deny him this she herself 
cannot have an orgasm. From this stems her frigidity. 

At this point let us consider certain well-established facts. 
The woman has two sexual organs; the clitoris, which plays 
the leading sexual role in childhood and adult masturbation; 
and the vagina, which becomes the seat of sexual satisfac- 
tion after puberty. In general, it can be said that for the 
adult woman the clitoris is no longer the seat of sexual 
sensations. The role has been taken over by the vagina. In 
the case of the psychically frigid woman the transfer of the 
zone of excitement from the clitoris to the vagina is frus- 
trated, The woman remains infantile in her sexual desires 
and urges. She is frigid, therefore, to a greater or lesser 
degree. 

There are four general theories regarding psychic frigidity. 
The first—the sex rejecting theory—is that frigidity is not a 
clinical problem. This assumes that the frigid woman is not 
ill; she has a cultural problem. The theory also states that 
the respectable woman does not feel sexual pleasure—she 
rejects everything sexual as “indecent.” The assumption in 
this case is that the emotional woman is unchaste. 

The second theory originates with the woman herself. 
There is some confusion in the woman's mind as to what 
frigidity really is. She understands frigidity to mean a com- 
plete lack of interest in sex though she, of course, can be 
aroused. She merely cannot experience an orgasm, a release 


from sexual tension. 
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The third theory is concerned with the extent of the satis- 
faction derived by the woman in sexual relations. The or- 
gasm may be experienced in the clitoris not during coitus 
but after coitus, through masturbation with the help of the 
husband. 

There is a difference between masturbation and sexual 
intercourse. Masturbation is always regarded as infantile, 
and coitus as the adult form of sexual satisfaction. The in- 
fantile type of sexual satisfaction is a neurotic type of sexual 
gratification. While it is true that an orgasm is reached in 
this case, this is not the true conception of sexual satisfac- 
tion. A woman who reaches an orgasm by allowing herself 
to be beaten by a sadistic male, or who requires masturbation 
to achieve it, is still a psychically frigid woman. 

The fourth theory is the vaginal theory, which defines 
frigidity as the incapacity of the woman to have a vaginal 
orgasm. It is of no importance whether the woman is 
aroused during coitus or remains cold; whether her excite- 
ment is weak or strong, or if it breaks off at the beginnin 
or at the end of sexual intercourse, slowly or suddenly; 
whether her excitement is dissipated in the preliminary sud- 
denly; whether her excitement is dissipated in the prelim- 
inary love-play, or has been lacking from the beginning. 
The sole criterion of frigidity is the absence of vaginal 
orgasm. 

The psychically frigid woman lacks self-confidence, self- 
assurance, and self-esteem. She has extensive feelings of a 
general and specific inferiority, shyness, timidity, fearful- 
ness, and self-consciousness. She is easily embarrassed, 


blushes frequently, is generally silent, and tends to be in- 
capable of normal, easy, outgoing social relations or of taking 
the initiative, 


Cultural factors enter into the make-up of sexual person- 
ality. Geographical or sectional differences are important. 


Many women from the southern part of the United States 
carry with them a tradition of purity and virginity. “Being 
a lady” and being common” are attitudes which frequently 


enter into the causation of psychic frigidity. Certain kinds 
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of progressive education and the influence of sophisticated 
parents seem to instill a freer attitude toward sex and tend 
to prevent psychic frigidity. 

The question of the influence of sexual position during 
coitus also has an important effect on frigidity. The psychi- 
cally frigid woman cannot tolerate lying “above” the man 
during the sexual act, and it serves only to increase her dis- 
gust for sexual relations. Religious dogma has standardized 
the “below” position as normal for women, and the frigid 
woman always accepts this as an inflexible fact. She will 
not experiment. When she attempts the “above” position 
she feels that she is being forced to submit, and this makes 
her even more frigid. Most frigid women prefer the “side- 
by-side” position; in any other position they must take too 
active a part in the sexual act, and this is repugnant to them. 

There is no doubt that the orgasm has a great deal of 
psychological significance for the woman. She is submitting 
herself, and, to a certain extent, puts herself in an inferior 
position. Certain women cannot tolerate this feeling of in- 
feriority and subordination. For a man to induce an orgasm 
in a woman supports his feeling of superiority, of being the 
master of the situation. The woman because of her hostility 
toward men in general feels that she cannot allow this. 
She must remain the master of the situation by not allowing 
herself to experience an orgasm and thus confess her weak- 
ness as a woman; therefore, she prefers to remain frigid. 

Many other factors contribute to psychic frigidity in wo- 
men. Let us consider three of them at this point: the ideal 
man, the ideal love act, and the concept of marriage. 

For certain women, in order to experience an orgasm the 
man must be of her particular ideal type. He must be 
markedly masculine, self-confident, aggressive and generally 
superior in most things. Strength and forcefulness of char- 
acter are stressed. He must be kind and amiable toward 
others; he must love children, have sympathetic understand- 
ing, as well as gentleness, consideration, romanticism, senti- 
mentality, faithfulness, and honesty. If there is any signifi- 
cant deviation from any of these characteristics the woman 
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feels frustrated and cheated sexually and finds it impossible 
to achieve an orgasm. 

Some divergence exists in the conception of ideal love- 
making. Some women prefer unsentimental, rather violent, 
animal, pagan, passionate, and sometimes even brutal love- 
making, which must come quickly, rather than after a long 
period of wooing. They wish to be swept suddenly off their 
feet; they are too impatient to be courted. They wish their 
favors to be taken rather than asked for. Only under these 
circumstances can such a woman experience orgasm. 

On the other hand, there are women who want gentler, 
prolonged wooing. In the love-making sex as such must be 
concealed, clothed attractively in words of love and endear- 
ment, gently and carefully led up to. It must be preceded by 
a general atmosphere of soft music, flowers, candy, and 
ardent love letters. These women can achieve orgasm only 
under these special conditions. 

Finally, different woman have different concepts of mar- 
riage. Most women insist on monogamy in themselves and 
in their husbands. Others expect some promiscuity in their 
husbands and in themselves. Their sexual feelings and urges 
are profoundly affected by these concepts. 

Sexual attitudes also play an important part in psychic 
frigidity. At one extreme is a highly pagan, positive, unin- 
hibited acceptance of anything sexual. At the other extreme 


is an inhibited, negative, and rejecting attitude. The latter 
often leads to frigidity. 


Organic Frigidity 


There are several possible causes for organic frigidity. The 
frigidity may be due to a tumor or growth of some kind, 
spasms, lack of development of the sexual organs, or mal- 
formation of the sexual organs. Any one or a combination of 
these factors may bring about organic barriers to the enjoy- 
ment of the sexual act. 

One of the principal anatomical barriers to sexual satis- 
faction is women is vaginismus—a_ violent, painful spasm 
of the muscles surrounding the vaginal entrance. Vaginismus 
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may be due to a very tough hymen which cannot be rup- 
tured. A surgical incision in the hymen usually alleviates 
this condition. 

Another condition is that of an abscess or carbuncle in 
or near the urethra. Furthermore, varicose veins around the 
vulva, inflammation of the mucous membrane within the 
vagina, and any kind of growth or inflammation in or 
around the vaginal canal, will bring about muscular spasms 
and possibly result in painful sexual relations for women, 
with a resultant inability to attain an orgasm. 

Dyspareunia, painful or difficult sexual intercourse, is 
quite a common condition in women. There are two types— 
primary and secondary. Primary dyspareunia, of which 
honeymoon dyspareunia is the most striking example, be- 
gins with the first attempts at intercourse. These may be 
awkward and forceful and bring about lacerations, tears, 
and subsequent inflammation of the various glands and tis- 
sues in and around the vagina. When this is neglected, it 
can easily result in structural changes which render the sex- 
ual act painful. 

Secondary dyspareunia occurs later in married life, and 
is due to various organic or physical changes within the 
vagina. These changes may be brought about by aging, by 
the menopause, by diseases or injuries to the sexual organs 
which cause scars and tightening of the vaginal canal. 

Deep dyspareunia is due to physical changes deep with- 
in the vagina, usually because the ovaries have descended 
from their proper position because of inflammation of the 
neck of the womb, and in cases in which abortions have 
brought about inflammation in the womb and surrounding 
organs. a 

Combined dyspareunia is a combination of deep and su- 
perficial dyspareunia and is due to an inflammation of all 
the structures within and around the vaginal canal. Some 
women complain of an annoying kind of sensitivity around 
the genitals which in time becomes quite painful. This con- 
dition is quite often due to coitus interruptus practiced over 


a long period of time. 
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Sexual infantilism or immaturity in women is a fertile 
cause of sexual difficulties, and may lead to arrested devel- 
opment of the sexual organs or to a sudden or gradual 
failure of the internal secretions of the ovaries and related 
endocrine glands. Sexual immaturity may occur at any age. 
It may be a congenital condition, or it may occur in a woman 
who previously had been normal sexually. When it occurs 
in women in their twenties and thirties, it is amenable to 
medical treatment by the physician’s judicious use of the 
female sex hormones. 

Masturbation, if it has been indulged in excessively before 
Marriage, may prevent orgasm. In women, masturbation 
brings into play abnormal channels of nerve stimulation; 
since these are not stimulated during coitus, the woman fails 
to achieve an orgasm. In most cases, if masturbation is 
dropped completely and replaced by normal sexual activity, 
in time the normal channels of nerve stimulation will bring 
about a fulfilled enjoyment of the sexual act, 

Another physical barrier to orgasm in women are adhesions 
between the labia majora and labia minora (the outer and 
inner lips of the vulva). These adhesions may be congenital, 
or they may be the result of a long-standing inflammatory 
disease of the glands in that region. Surgical treatment is 
often very effective in curing this condition. Similarly, ex- 
cessive size of the labia majora is a hindrance to normal 
sexual relations, and new growths about or in the tissues of 
the external genitals also prevent normal coitus. Plastic and 
reconstructive surgery can remedy these conditions quite 


results in painful and difficult 


not have developed to its normal 
large or placed in an abnormal 
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SEXUAL IMPOTENCE 


There is no doubt that sexual impotence in man is a social 
and emotional as well as a medical problem. 

The normal sexual act is carried out by man in four dis- 
tinct stages: sexual desire, erection of the penis, ejaculation 
of the semen, and the final climax, the orgasm. In the normal 
male the initiation of sexual excitation can be brought about 
in one of three ways: mental stimulation, activity of the 
endocrine glands, and somaesthetic stimuli, mostly coming 
from the sexual organs. On the other hand, any one of these 
factors can inhibit sexual function. When there is a disturb- 
ance at any one of the four stages impotence is the result. 

Impotence may vary in degree; it may be partial or com- 
plete and absolute. Thus, we may consider impotence as the 
loss of the ability to carry out the sexual act in whole or in 
part at any one of the four stages. 

The absence or lack of sexual desire is rare and is known 
as sexualis anesthesia. It is exceedingly difficult to alleviate. 

Impotence at the second stage of the sexual act—erective 
impotence—is very often due to a disturbance of the erectile 
powers of the penis. This may be due to muscular weakness, 
disturbance of the nervous mechanism involved in erection, 
glandular imbalance, new growths near the gonads, etc. 

Impotence at the third stage is due to a disturbance of the 
powers of ejaculation and is called ejaculatory impotence. 
Usually there is a premature ejaculation which takes place 
before penetration is effected or almost at the instant of 
penetration. The opposite type of ejaculatory disturbance is 
known as retarded ejaculation; ejaculation does not take 
place unless there is a prolonged coitus. 

Impotence at the fourth stage of coitus is designated or- 
gastic impotence. Orgasm may not be experienced at all, 
or the orgasm may be experienced too soon or too late. 
There is also a type of orgasm which is very painful and 
distressing and which acts as a definite hindrance to coitus. 

Impotence may either be organic or psychic. As regards 
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organic impotence, there are quite a few conditions which 
may cause a lack of development of any portion of the 
sexual organs, or an atrophy or degenerative process in these 
organs. Mumps, tuberculosis, etc., may affect the testicles so 
as to render them functionally useless. Injuries of various 
kinds to any part of the sexual organs may result in organic 
impotence. Diseases of the nervous system may result in 
organic impotence. In some cases syphilis will result in a 
destruction of the nerves of the erection center of the penis, 
thus resulting in impotence. Injuries to the spinal cord and 
to certain parts of the brain will also result in organic im- 
potence. In bilateral destruction of the ventrolateral columns 
there is apparently complete loss of libidinous feeling. 

Diseases of the autonomic nervous system may lead to 
organic impotence, Three separate mechanisms explain the 
normal process of erection and ejaculation. 

1. The parasympathetic outflow controls the spasmodic 
contraction of the ischiocavernous, the bulbocavernous, and 
the constrictor urethrae muscles. This provides the main 
expulsive force of the ejaculation. 

2. The sympathetic fibers innervate the smooth muscles 
of the prostrate and seminal vesicles and vas deferens. 

3. The contraction of the internal sphincter muscle is par- 
tially by way of the sympathetic fibers, and contraction oc- 
curs when the ejaculation is initiated. The sympathetic fibers 
to the penile vessels are stimuated at the same time; vaso- 
constriction occurs, contracting of the muscles forces blood 
out of the corpora, and the erection is lost. 

When there is a break in the chain of any of the above 


processes, due to disease or injury, erection is interfered 
with. For instance, increased 


114 


Testicular deficiency, a deficiency of the male sex hor- 
mone in the system, is at times a cause of impotence. A 
certain amount of the male sex hormone is required for 
proper sexual growth and development. If the hormone is 
absent in part or in whole, organic impotence may result. 


Psychic Impotence 


Obviously there are many causes of psychic impotence. 
Some are superficial and can be recognized quite easily. 
Others are deeply ingrained and require a great deal of 
probing into the mental and emotional life of the individual 
to bring them to the surface. 

Briefly, the most common causes are: 


1. If a man does not love his sex partner, he may lose 
his desire for her. 

2. Extreme fear and anxiety will often cause impotence. 
Fear of infection, or fear of pregnancy have been known 
to destroy sexual desire. 

3. Fear of the consequences of excessive masturbation 
will often so prey on a man’s mind that he actually loses his 
sexual potency. 

4, Homosexuality will, of course, have a deadening effect 
on the normal sexual act. 

5. Many men are so high-strung that worry over busi- 
ness and other pressing daily problems will often bring 
about an appreciable decrease in the erectile power of the 
male organ. 

Fear is one of the most prevalent causes of impotence. 
Any strong emotion such as anger, disgust, fear, anxiety, 
or disappointment will often interfere with the power to 
perform coitus. Often impotence may be the result of gen- 
eral insecurity and anxiety about specific situations in daily 
life, such as the inability to meet a financial obligation. 

In certain cases the difficulty is rooted deep in the per- 
sonality. Abnormal sexual desires, sadism, masochism, fear 
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of venereal infection, a feeling of sexual inadequacy, ex- 
cessive shyness, may all give rise to impotence. 

The male may be afraid that he will cause injury to, or 
be injured by, the sex partner. Lack of knowledge may con- 
tribute to this fear. 

A man may be impotent with a woman because he loves 
someone else and is not aware of it. The object of this un- 
conscious love may have been a childhood attachment. For 
example, many men who marry remain so attached to their 
mothers unconsciously that they only give their wives the 
same childlike love a boy bestows upon his mother. Such 
men cannot really accept their wives as sexual partners. 
The man may love a brother or sister. Everybody goes 
through various stages in his sexual development. At one 
time, in his early years, the man prefers persons of the 
same sex. Normally, this homosexual stage disappears even- 
tually. However, in some men this homosexual element is 
carried over into adult life. Such men marry without realiza- 
tion that they are more homosexual than heterosexual; as a 
result, they may be impotent. 

A man may be potent only with women who had pre- 
viously lost their virginity. He fears his own guilt feelings 
should he deprive a woman of her virginity. This is regard- 
ed as a stupendous violation. Or he may have a fear of the 
sight of blood, no matter what the case. Rupturing the 
hymen and causing pain and blood is more than he can bear. 
Or again, such a man may have an unconscious dread of 
the woman’s revenge. He is fi 
man he deflowers will 
him because of the pai 

There are a great man 


to regard everything sexual as “dirty”. Sex is “filthy,” “in- 
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selves, refuse to admit that they masturbate. By the same 
token, while such men may be unable to perform coitus with 
“decent” women because they consider sex “dirty,” they 
are fully potent with prostitutes, because prostitutes them- 
selves are “unclean,” and, therefore, sexual relations with 
them are quite in order and most proper. 

Premature ejaculation is a common form of psychic im- 
potence, and may take the form of ejaculation before pene- 
tration with half-erect or flaccid penis; collapse of erection 
after ejaculation in coitus lasting a few seconds; half-stiffened 
erection not suitable for insertion; quick ejaculation on at- 
tempting to insert. The man with a premature ejaculation 
essentially does not want to give his sexual partner pleasure. 
Unconsciously these men hate women. 

One type of psychic impotence resulting from premature 
ejaculation is quite distinct. Such men hate all types of phy- 
sical activity, and seldom indulge in sports. Coitus is re- 
gard as a nuisance which must be gotten over with as soon 
as possible; hence the premature ejaculation. 

Important conclusions may be drawn from the way the 
erection occurs. A healthy erection takes place very quickly 
through proper stimulation and is accompanied by an im- 
perative urge for insertion. When this is not the case—when, 
in spite of erection, insertion is not attempted or the man 
waits for the woman to “seduce” him—he is definitely suf- 
fering from a potency disturbance. For some neurotics the 
very thought of an attempt at insertion is enough to cause 
the erection to disappear. This occurs, for instance, when 
the unconscious part of the personality associates the idea 
of coitus with acts of violence. The erection disappears as a 
defense against this thought. ; 

Psychic impotence may further be divided into the fol- 
lowing types: 

1. The male is potent, but no pleasure is experienced dur- 
ing sexual relations. ; 

2. The male is potent, but intercourse is carried out re- 
luctantly. 
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3. There is a desire for coitus, but the male cannot always 
have an erection. 

4. Poor or only partial erection. 

5. Premature ejaculation. 

6. Complete impotence, with a residual interest in sexual 
relations. 


7. Complete impotence, with no interest in sexual rela- 
tions. 


The mechanism of psychic inhibition causing impotence 
may be quite simple. It may be brought about by the con- 
viction that masturbation causes impotence, or that sex is 
sinful, or that sexual relations sap one’s strength and energy. 
Thus, inhibition occurs. There then arises the fear of being 
incapable of coitus. Through a sense of guilt, having its 
origin in one or more sources, this impotence becomes ac- 


knowledged as a justifiable weakness brought about by the 
sins of the past. 
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Chapter VII 


PSYCHOSES 


The main difference between the psychotic and the 
neurotic is that the neurotic does not break with reality. 
This withdrawal from reality is a break with everyday 
problems and tensions and forms a sort of protection for the 
individual. Although his behavior is peculiar and his speech 
irrational, the psychotic person seldom shows any realiza- 
tion that he knows he is sick. However strange this world 
appears to us, to him it is reality. It is because of this factor 
that psychotic patients are unable to manage their lives 
along with the rest of us, thus they constitute the largest 
percentage in our mental hospitals. 

It has been stated that psychosis is like a state of in- 
sanity. To this point I wish to make exception, reminding 
the reader that insanity is not a psychological term, it is 
rather a legal term loosely applied to include any mental 
disorder which renders the individual incapable of intent 
or criminal responsibility. 

It has been the custom to divide the psychosis into two 
forms or parts, organic and functional. Although this classi- 
fication is useful it should not be considered as absolute. 
Some psychoses have somatogenic and psychogenic elements 
which seem to be sufficient to account for the mental dis- 
order. 

Organic psychosis is a result of a physiological disorder 
resulting from some irreversible injury to the nervous sys- 
tem. This injury may be due to malnutrition, glandular de- 
ficiency or chemical reactions and infections about which 
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i is understood. A physical injury can, and often does, 
ee Soar type of danige to the mental mechanism which 
can result in a psychotic condition. pa 

The functional psychosis differs in that it is caused by 
psychological factors, usually stress. While organic disorders 
with early treatment can be alleviated and the patient cured. 
Although functional psychosis stems from psychological 
malfunctioning, there is some evidence that heredity may 
play a large part in their development. Numerous studies 
have shown that psychotic disorders tend to run in some 
families. In one such study family histories indicated that 
the statistical probability of a person developing schizo- 
phrenia was directly related to the degree of blood relation- 
ship between the individual and a schizophrenic patient. 
Most psychologists and psychiatrists agree that there is in- 
herited a constitutional predisposition to psychoses. Thus 
under severe stress situations a predisposed individual will 
be much more likely to develop psychotic tendencies than 
one who is not predisposed. 

Environmental factors also seem to enter into develop- 
ment of psychoses, although just how much they influence 
the disease has not been completely established. Clinical 
psychologists seem to agree that the emotional problems 
which give rise to stress and consequent psychoses can be 
traced to the patient’s early childhood experiences. Parental 
rejection or over-protection to name only two, can lead to 
conditions which present a good climate for the develop- 
ment of psychoses. Several studies have shown that home 
environment and parental attitude toward children were 
strong indications of later schizophrenic disorders.? 

The functional psychoses consist of such mental condi- 
tions as schizophrenia, which is discussed in length in the 
next chapter, manic-depressive psychosis, involutional mel- 
ancholia, and rare cases of involutional paranoia. 


Manic—Depressive Psychoses 


This includes a variety of emotional disorders for which 
no physiological cause has been found. Since happiness and 
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sorrow are obvious and important features of human life 
it was no wonder that their diseased counterpart, mania 
and melancholia, were among the first mental symptoms to 
be discovered by medical men. Toward the middle of the 
last century it was felt that both mania and melancholia 
belonged in the same sphere, both being exaggerations of 
what was considered normal behavior patterns. From time 
to time new labels were proposed, among them “cyclical 
insanity”. Then in 1899 E. Kraepelin introduced the term 
manic-depresive insanity, including under this heading not 
only the exaggerated forms but simple manias and melan- 
cholias as well.* 

There is no doubt that both the manic and depressed 
conditions can exist in the one individual at the same time, 
however it does not always follow that one state will be 
followed by the other. In some cases of depression there 
is no tendency to turn toward the manic phase and in 
other cases the manic condition is the sole symptom and 
not involved with a condition of depression. It is esti- 
mated that about one out of every 200 individuals develops 
this disease during his lifetime. From ten to fifteen percent 
of all hospital admissions are of manic depressive patients. In 
a breakdown we can expect to find forty percent classified 
as depressed and thirty-five percent manic. 

There are usually two stages signifying the degree of ma- 
nia in a patient. Hypomania being the mild form of hyper- 
mania consisting of the more acute state. Although both 
have similar symptoms they are much more evident and in- 
tense in hypermania. The patient may go directly from a 
normal condition to either hypermania or hypomania. Some 
reach one stage and never digress from it. 

During the manic phase of the manic-depressive psycho- 
ses the patient is dominated by the urge to keep moving. 
He cannot relax or remain inactive for any length of time. 
Passing thoughts are transferred into action which is con- 
stantly acted out. If the individual is not a hospital patient 
he may engage in several business practices at one time, 
have two or three love affairs going and in general become 
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entangled in hyperactivity. If he is hospitalized he may 
talk incessantly, walk back and forth, dance, engage in the 
affairs of the other patients and generally get in everyone’s 
way. Four hours a night constitutes enough sleep and the 
rest of the time is spent singing or tossing in bed. 

Because of the profusion of ideas there is an uninhibited 
verbal flow. If asked a question the patient may begin to 
answer correctly but his fleeting thoughts and reactions to 
external situations soon cause him to deviate away from the 
original answer until he is hopelessly entangled in his own 
disconnected ideas. Sentences are rarely completed, while 
the mere sound of words may lead to repetition and rhym- 
ing in the form of a word being repeated over and over 
again. 

In many respects manic patients resemble an intoxicated 


person. They are merry and humorous one time and then 
angry and hostile the next. P 
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they nevertheless serve to classify the amount of depression 
in the patient. 

As far as treatment goes, it is advantageous to hos- 
pitalize most manic-depressive patients for it not only pro- 
vides good medical care but removes the patient from the 
outside influences and guards against suicide and destructive 
behavior. Time is one of the best healing factors in this 
type of disease. In a large number of cases the disease runs 
its course and terminates in a matter of a few months with- 
out the aid of therapy or other treatment. However, it is 
known that prolonged sleep therapy or electro or insulin 
shock treatments can shorten the attacks and restore the 
patient to normalcy. Prognosis is thus good. Before the use 
of special drugs and treatments about 70 per cent of manic- 
depressive patients recovered within one year after com- 
mitment to the hospital“ The use of the new drugs and 
shock treatments has increased this rate to about 75 or 80 
percent recovery. 

An excellent example of a manic-depressive type case is 
this 25 year old man who was arrested and then committed 
to the state mental hospital. The patient had felt all his life 
that his parents had shown unfairness between himself and 
his brother. He claimed that his brother would throw stones 
and hit him and then run for protection to either the 
father or mother. The parents always offered this protection 
to the younger brother; however, the patient felt this was 
unfair and that they should fight it out until one of them 
got hurt. This, he thought, was the only fair way to settle 
the arguments in the family. 

At the time of his arrest the patient had become excited 
and agitated and finally assaulted the father and mother 
with a chair and according to the police, if he had a rifle, 
he would kill them both. From the agitated period, during 
the quarrel, he showed mental aberration. Talking to his 
mother, while in jail, the patient mentioned suicide several 
times, and finally attempted it by cutting his wrists. He was 
found in time by prison officials and subsequently sent to 


a state hospital. 
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Clinical Report 


There was no history of mental disease in the family. The 
patient’s facial expression was stolid, his address scornful 
and suspicious and his manner and attitude dejected, re- 
sentful and unfriendly. 


Attention: Was distracted and preoccupied. 


Stream of Thought: No spontaneous conversation, no an- 


swers to questions. Impossible to evaluate his stream of 
thought. 


Emotional State: Depressive and indifferent. 


Perception, conception or ideation, reasoning and judg- 
ment were all impossible to determine. The diagnosis was 
manic-depressive psychosis: circular type. 

There was some amnesia for past events; especially he did 
not seem to realize that he was given a psychological ex- 
amination at the time he was admitted to the hospital. He 
appeared quite astonished when this fact was related to 
him. He tended to characteristically minimize his entire 
plight; even his mental condition, about which he states: 
“I was just a little depressed and confused when I came 
here.” Beyond this he would not disclose any more about 
himself. To this extent he was constantly being evasive and 
aggressively facetious which covers up his hostile, aggres- 
sive and negativistic character structure. 

His intelligence, as measured by the Wechsler-Bellevue 
Intelligence Scale, Form II, reveals a Superior to Very Su- 
perior mental ability with a Verbal Scale I. Q. of 119, a Per- 
formance Scale I.Q. of 125 and a Full Scale I. Q. of 124. 

On the Rorschach Psycho diagnostic Test, the patient re- 
sponded to all 10 cards with 52 responses. This very high 
number of responses r 


eflects the strongl i " 
ponents of his personality with litte È Ag e jira 


r 5 “Teal” ali 
imagination being brought into play. real’ or good quality 
A great deal of evasive and fabulative material of a 


perseverated quality was exuded, with little if any, attempt 
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to check his conclusions against the norms of reality. There 
was much of the “flare” of an “actor” making his debut 
on the stage, to the test; with a hyperactive, manic-like 
productivity being exhibited. The patient knew he was do- 
ing good (in his own eyes) and thus had no need to check 
his conclusions. 

Great dependence upon minute details and space areas 
reflect the strongly negativistic, aggressive, and unusual- 
ness of his thinking. This, coupled with several original 
responses of dubious quality reflect his good intellectual 
level but also show his retreat into pleasurable fantasy, 
which at times replaces his testing of reality and thus gives 
rise to arbitrary situations and conclusions. No hallucina- 
tions or delusions seemed to be present during this time. 

In summary, ability was superior, and although there was 
an unrealized potential, there is a large discrepancy of mal- 
adjusted proportions between self-conception and reality 
with necessary delusional implications. There are perfection- 
istic compulsive features, phobic formation, and a liable 
condition with an adequate control structure made up 
largely of compensative rationalistic-intellectual, and inhibi- 


tive mechanisms. 


Involution Melancholia? 


As its name implies this is a disorder centered around 
the period of life when one’s body undergoes various physi- 
ological changes associated with physical and mental de- 
cline, usually associated with old age or the later years of 
life. The average age of first admission patients to mental 
hospitals for this type of mental illness is fifty-one for wo- 
men and fifty-five for men. More than 90 per cent of all 
admissions of this nature are between the ages of forty and 


© The term which has in the past been used is that of Involutional 
melancholia, however, according to Dr. D. B. Klein in his book Ab- 
normal Psychology (New York, Henry Holt and Company, 1951) the 
older form is being replaced in usage by the newer term, Involution. 
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sixty-five. The disease is more common among women than 
men, women constituting 7 per cent and men 2 per cent 
of the total hospital admission rate of 4 percent of first ad- 
missions for this disease. 

Evidence of this disease is usually precipitated by some 
distressing experience such as death or financial loss. The 
early symptoms include loss of weight, lack of interest 
in usual activities, physical complaints such as backaches 
and headaches, depression and worry. The more acute the 
clinical condition becomes, the more deep becomes the 
despair and misery of the patient. The outstanding features 
are agitation, apprehension and dejection. 

One of the delusions which is prevalent is that of an 
annihilistic nature. The patient feels that nothing is real, 
everything has changed and lost meaning. He is unable to 
experience normal sensations and feelings. Many express 
delusional hypochondriacal conditions saying that their brain 
has shrunk, they have no stomach, their blood has drained 
away or some like delusional condition. While in this con- 
dition some may have paranoid features along with their 
other ills. Loss of appetite and a general physical weakness 
is also prominent. Whi 


sO pror le in this condition there is also a 
predisposition toward suicide. 


olia. In the past it was accepted 
ystem was responsible 
there has been much 
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Another factor against the endocrine theory is that involu- 
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tion melancholia usually occurs in women, five to ten years 
after menopause and during a time that readjustment should 
have been re-established. 

The psychological theory is that the disease is an accen- 
tuation of already existing traits which constitute the per- 
son’s make up. Many of these patients are shy, stubborn and 
inhibited long before there is any evidence of involution 
melancholia, Many are chronic worriers and normally pes- 
simistic. As long as childhood abilities such as enthusiasm are 
present some sort of adjustment can be maintained, how- 
ever, with the onset of middle age and the change in bodily 
processes they are unable to adapt themselves to their new 
role and so sink to the very depths of depression. Men be- 
come fearful of retirement and that they are no longer able 
to captivate women. Women lose two of their most prized 
possessions—the ability to bear children and their b 
the last perhaps only in their own eyes. 

As it has been stated treatment is desirable in a mental 
hospital where the patient will be under constant care and 
protected from harming himself. Basic treatment consists of 
maintaining a good diet, lots of sleep and therapeutic activi- 
ties such as occupational therapy. In extreme cases it has 
been found that shock therapy and prefrontal lobotomy may 
aid in the cure. From 30 to 40 per cent of these patients 
improve and are released. 


eauty, 


Paranoia 


In this section paranoia in its true form will be discussed. 
The paranoid form of schizophrenia is presented in the fol- 
lowing chapter on schizophrenia. 

Paranoia was isolated from the common group of demen- 
tias in the nineteenth century. Literally it means “false rea- 
soning,” and refers to a psychosis which develops relatively 
late in life and is rather characterized by basic symptoms of 
delusions of persecution balanced by delusions of grandeur. 

This form constitutes only about two per cent of the ad- 
missions to mental hospitals with men and women being 
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about equal. Few psychologists have had cases of pure 
paranoia to treat. There is a good reason for this fact in 
that most paranoiacs still have enough insight, judgment, 
and self control to keep themselves out of mental hos- 
pitals. It is when one is committed because of compounded 
mental disorders that their condition is known and by this 
time it is no longer a case of pure paranoia. 

A basic characteristic of the paranoiac is his delusional 
thinking that he is being persecuted. In this form he reacts 
to individuals as he thinks they are and not as they really 
are. In his conviction that he is being picked upon he can- 
not be swayed. No amount of reasoning can convince him 
that he has not been singled out for the worst punishment 
possible by some other person who may be the President, a 
relative, or an individual unknown to the patient. From 
the point of view of psychoanalytic theory the patient suf- 
fering from paranoia does not completely break with reality 
in that, as his psychosis develops, he constructs a set of ra- 
tional balancing delusions. Thus he permits himself gratifica- 
tion of the infantile (id) drives but strives to correct them 
by delusions of persecution, 

Freud showed in his presentation of the Schreber case 
that delusions of persecution represent a reversal and a 
reaction formation against homosexual drives. He states 
P< delusions of persecution, erotic potency, jealousy, and 
eeling of megalomania may all be derived from reaction 
formation against the homosexual wish. Thus as the need 
is turned down or thwarted the paranoid turns it around 


to mean he is bei isli 3 ; 
Beat at wt: disliked or hated. This according to 


other paranoid delusions. used to explain 


Many married or engaged patients accuse 


their wives, 
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husbands, or sweethearts of infidelity. If a wife asks her 
husband what time to expect him for dinner she is obviously 
trying to plan her time so that she can see her lover without 
being surprised. When the wife looks at another man or 
so much as smiles at one, she is having an affair behind her 
husband’s back. In many cases of this type it is found that 
the patient is sexually impotent or in some other way sexual- 
ly abnormal. By thus accusing his mate of infidelity he can 
absolve himself of any feelings of guilt or inadequacy. 

Another type of behavior which may show itself in a 
paranoid patient is the litiginous type. In this form the 
patient is always involved in some lawsuit against someone. 
There may be little or no grounds for the legal action but 
the patient feels that he must defend his “rights.” If a ver- 
dict is returned in his favor he will, no doubt, try and find 
some method or reason why the case should be reopened. 
It is fortunate that this type is not too common. 


Organic Psychoses 


The organic psychoses, as has been explained earlier, are 
psychotic reactions for which there is a physiological origin. 
In this classification can be grouped such diseases as gen- 
eral paresis, alcoholic psychoses, drug psychoses and senile 
psychoses. There are also other types of organic psychoses 
which we shall not consider here due to their rarity, how- 
ever, it may do well to note them in passing. i 

Psychoses due to gases such as carbon monoxide which 
affects the hemoglobin blood cells and thus renders them 
incapable of carrying oxygen to the brain. Depending upon 
the degree of gas poisoning the patient may recover quickly, 
have neuropsychiatric symptoms or die from asphyxiation. 

Traumatic psychoses which when used in its strictest sense 
means psychotic conditions basically due to head injuries 
such as may be sustained in war or in an automobile wreck. 
Common symptoms which occur shortly after the injury are 
headache, loss of memory, confusion and emotional insta- 


bility. 
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Epidemic encephalitis psychosis, caused by a filtrable 
virus which attacks the brain, exhibits itself in many forms. 
Often it is characterized by sleep lasting from one day to 
weeks or months. Another way it manifests itself is in con- 
vulsive seizures, restlessness and excitability. Among chil- 
dren the most noticeable feature is a change in personality 
and character, while the effect of the disease upon intelli- 
gence is dependent upon the age of the patient. The young- 
er the child the more chance for defect. There is no specific 


treatment for the acute stage and many patients die during 
the early stages. 


General Paresis 


General 


paresis, or dementia paralytica, as it was once 
called, is a 


psychosis resulting from infection of the brain 
by syphilitic (treponema pallidum) germ. According to re- 
cent studies the number of first admissions with this disease 
varies around five to fifteen per cent. As a disease, general 
paresis is only one of the many end-results sustained from 
syphilis. When, however, the syphilitic destruction is cen- 
tered in the brain, or more specifically the cerebral cortex, 


the patient exhibits psychotic symptoms and a diagnosis of 
general paresis is made. 


ae is not inher 
syphilitic mother may infect h i i 
Darth Whee Be mny ect her child during or even after 
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(1) Memory disturbances in the early stages. 

(2) Other changes in order of frequency. 

Impairment in insight and judgment—85 cases. 

Impairment in counting and calculation—80 cases 

Abnormality in affect and mood—80 cases 

Impairment in reading and comprehension—78 cases 

Abnormality in stream of mental activity—71 cases. 

(3) Retention and immediate recall, according to Landis 
and Rechetnick, is the most apparent psychological change 
during recovery following treatment. 

The extent to which treatment can be expected to re- 
store the patient back to normalcy is dependent upon the 
degree to which the syphilitic infection has destroyed the 
cortex. If the damage is beyond repair there can only be 
an arresting of the disease. If however, the infection is in 
its early stages the treatment has been to apply heat in the 
form of fever to the patient. Recently fever therapy has 
been supplemented by injections of tryparsamide and bis- 
muth. The results of fever therapy show a discharge rate of 
about 45 per cent of hospitalized cases. 


Alcoholic psychoses 


The most prevalent psychoses due to alcohol are delirium 
tremens, Korsakow’s psychosis, and acute alcoholic hal- 
lucinosis. One out of every 200 individuals can be expected 
to develop alcoholic psychosis during his lifetime. This 
disease which seems to strike during the middle years, 
primarily because it takes time to develop deterioration due 
to alcohol, accounts for about four per cent of the first 
admisions to our mental hospitals. 

The psychological reasons for excessive drinking are many 
and varied. It is a method of escape from business problems, 
marriage difficulties and feelings of inferiority. By excessive 
drinking the coward gets courage, the introvert becomes 
free and talkative, the unhappy become happy and the 
frustrations of everyday life disappear. However these rea- 
sons for turning to alcohol are only a part of the total pic- 
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ture. All individuals with problems do not necessarily turn 
to this method for relief. The psychoanalytical theory con- 
siders that the basic cause is due to repressed homosexual 
tendencies. This is explained by the fact that drinking takes 
place in the company of other men and under intimate cir- 
cumstances. Also it is pointed out that voices during hal- 


lucinations often accuse the drunkard of homosexual 
practices. 


is a form of partial suicide. “A 
be considered a form of se 


of, the very device used by the sufferer 


generally believed that this type of 
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grounds—especially ia, schizophrenia and 


brain injuries, 


Delirium Tremens 


tend to get well in from three to ten days. Following sleep 
of a long duration the patient's symptoms rapidly disappear. 

Karsakow’s psychosis, although similar to delirium tre- 
mens in the early stages, is far less common. The average 
period of years over which the alcoholic must have indulged 
has been found to be around 25. The course of the illness 
lasts for several months and acute cases may never recover 
if there is permanent damage to the cerebral substance. 

Acute alcoholic hallucinosis accounts for about 25 per 
cent of alcoholic patients admitted to mental hospitals. It is 
thought that alcohol releases latent schizophrenic conditions 
which the patient had before he started drinking. Alcoholic 
addiction usually is over a period of years before the symp- 
toms show themselves. As in delirium tremens, symptoms 
include anxiety, sleeplessness, and hypersensitivity but hal- 
lucinations are basically auditory, while in delirium tremens 
they are usually visual. Treatment consists of total abstinence 
and medical care. However, if the patient returns to drink, 
as is often the case, the symptoms will again return. 


Senile Psychosis 


Senile psychosis is an organic disorder sustained as a re- 
sult of cerebral arteriosclerosis, old age and toxic effects. 
This disease accounts for about 10 per cent of the admis- 
sions to mental hospitals. Usually the patient can be cared 
for at home, but in some cases the psychosis progresses to 
a point necessitating psychiatric nursing and medical care. 

The types of senile psychoses are classified into the nor- 
mal varieties—simple, delirious, depressed, agitated, para- 
noid and so forth. Emotional dullness, disorientation, violent 
outbursts of temper are just a few of the symptoms of this 
disease. 
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Chapter VIII 


SCHIZOPHRENIA 


Tt was once thought that schizophrenia, or “dementia 
praecox” as it was once called, was a disease of the young, 
that it attacked during the age of puberty, and that its 
effects were always followed by ultimate and complete men- 
tal deterioration. 

It is true that there is a high incidence rate among the 
teen-ager, but the belief is that such a condition can and 
does exist both before and after adolescence and that there 
is a very good chance for recovery, 

Schizophrenia is the most common of all psychoses, 
accounting for about 20 per cent of first admissions to men- 
tal hospitals in this country. Since the mental conditions as- 
sociated with this disease are of a chronic nature and last 
a long time, sometimes for life, there is a greater number 
in any given hospital at one time than any other type of 


disorder. Estimates attribute 50 per cent of the mental hos- 
pital population to this condition. 


Common Symptoms 


tives. “Absence of norma’ 
outstanding characteristics 
All the patient’s energy 
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I affectivity 
of schizophrenia”: 
is used in an attempt to retreat 


and remove himself from the real outer world with which 
he cannot cope. In this way he hopes to create a new inner 
world which is less threatening to himself and more pleasant 
in which to dwell. Manifestations of unconscious processes 
soon show themselves on a conscious level. In this way the 
schizophrenic consciously expresses what the normal indi- 
vidual represses. 

Thus one should realize that although the behavior of an 
advanced schizophrenic appears to have no basis or founda- 
tion and his activity seems unco-ordinated and without 
reason these activities have deep meaning and significance 
to him and are usually only understood in relation to his 
own inner conflict. The schizophrenic patient makes no at- 
tempt to defend, criticize or substantiate his behavior and 
may, upon questioning, about this behavior not even answer. 
Indeed it has been known for a group of patients with this 
ailment to share the same ward for years and not only never 
learn the identity of their ward mates, but also never speak 
to one another. 

To further understand the problem of schizophrenia I 
shall use the four categories generally accepted by the pro- 
fession, Namely that of (1) hallucinations and delusions (2) 
motor reactions (3) emotional reactions and (4) language 
and thought processes." 


Hallucinations and Delusions 


The phenomena consisting of an imaginary perception 
of non-existent, external forms are more common in schizo- 
phrenia than in any other type of mental disease and are 
called hullucinations. Although the patient may, and com- 
monly does, distingush between imaginary voices that he 
hears, these seem to have more meaning to him and thus 
influence his behavior more. The forces may be identified 
by the patient as those of relatives, friends or God. The 
messages that he hears might be very distinct and clear 
or garbled and indistinct leaving the exact translation of 
their meaning to the imagination of the individual. 
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The messages he receives in this form are more often un- 
pleasant than pleasant usually ordering him to do some dis- 
tasteful task or duty. This type of behavior is known as 
auditory hallucinations. Other forms of hallucinations are 
also known, such as visual hallucinations, wherein the 
patient sees God in person or other celestial visions, and 
kinesthetic hallucinations which are more often noted in the 
suspicious type of schizophrenic who generally believes that 
his enemies shoot at him with mysterious rays or inject him 
while asleep with mysterious drugs. 

Delusions are false beliefs. Usually involved in this is a 
notion of self-deception, morbid or unreal thinking. This 
type of problem has been often compared with the dreams 
of normal people. All ideals and beliefs in the delusions of 
the schizophrenic are taken for granted and go unquestioned 
regardless of how fantastic or illogical they seem. Common 
delusions are those of persecution wherein the individual 
feels that people are after him and are trying to harm him 
in one way or another. Still another is delusions of grandeur, 
believing himself to be the President of the United States 


ome ( personage. The one thing that stands 
out in this delusionary complex is th 
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cal disorders. As an example of this, in advanced cases the 
patient’s arm or leg may be raised and placed in a position 
where he will let it remain for long periods of time. 


Emotional Reactions 


The emotion in schizophrenic patients tends to become 
more dull as the disease progresses and they may finally 
become so emotionally indifferent that they do not react 
naturally to external conditions. Actions that deeply move 
or stir up the “normal” individual fail to penetrate their 
wall of indifference to the slightest degree and so interest 
and personality continue to lessen until they have become 
completely flattened and stereotyped. 

It is in this condition that if the most horrible crime 
imaginary were to have been committed by the patient 
himself he would go about completely indifferent and un- 
conscious to the results of his actions. However, we must 
remember that although his feelings towards this behavior 
outwardly is that of complete apathy, there is real meaning 
within his own internal world, no matter how unorthodox 
it seems to us. 


Language and Thought Processes 


Within the language disorders of the schizophrenic we 
again run the gauntlet of being barely communitive or 
completely mute, to that of an incoherent disconnected and 
over talkative situation. What thoughts are verbalized by the 
patient are made up of associations and symbols that stem 
from his own subconscious world. 

Neologisms or “word salad” is a common schizophrenic 
verbal characteristic. This making up of new words is done 
just like that of normal people, by the use of two or more 

nown words into one. However, the schizophrenic neolo- 
gisms are of unknown origin which have meaning only to the 
patient himself. Page in his section on schizophrenia gives a 
table of just such neologisms, both by normal and schizo- 
phrenic individuals.® 
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Several examples of “word salad” are given by Page such 
as, “jackpen” made up of jackknife and penknife and “ grue- 
sor” which consists of the combining of gruesome and 
sorrowful. 

This same type of constructed language will be used when 
writing. Although many schizophrenics do not touch pen or 
pencil others are most prolific in their writings, sitting quietly 
day after day at a table in the ward and writing long vo- 
luminous letters to imaginary people and no matter what 
type neologism system they have devised it will tend to 
remain constant throughout their writings. 

No discussion of schizophrenia would be complete with- 
out a presentation of the four main clinical types, which 
include (1) simple (2) hebephrenic (3) paranoid and (4) 
catatonic. We will discuss first that of the simple type. 

By “simple” is not meant the degree of seriousness or 
clinical involvement. It refers rather to the fact that in this 
particular syndrome violent, acute and distorted behavior is 
not common. One might say that a synonym for this phase 
of schizophrenia is that of apathy. The basic desire of the 
patient is to be left alone. A head nod or gesture whenever 


possible will be used in place of the more physical exertion 
of speech, 


, friends, the trials and tribulations 


- Worl in the mind of the simple schizo- 
phrenic. This form of behavior can be noted in the adolescent 
stages by a complete lack of energy and initiative. The pa- 


ng » does not try or care to seek 
employment, visit friends or 
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Hebephrenic 


Of all the schizophrenic reactions this one can and does 
many times end in the greatest degree of personality dis- 
integration of the individual. Emotional apathy, tendency 
to unusual and childish behavior as well as delusions, hallu- 
cinations, speech disorders and fantasies are all common 
symptoms of this phase of schizophrenia. 

There is a great range between the emotions which call 
for crying or laughter on the part of the individual personal- 
ity and what the hebephrenic patient does. In other words, 
situations which might call for laughter on the part of a 
“normal” person may provoke long fits of crying on the 
patient’s part. This is also true in a reverse situation. Need- 
less to say there is a great deal of discrepancy between the 
real called for emotion and the emotions expressed by the 
hebephrenic. 

Regression or withdrawal into himself is another form of 
escape used by this type of schizophrenic. The actual ex- 
ternal world is seen as a place so unpleasant that it is useless 
to try and change it or to even have anything to do with 
it. For this reason hebephrenia is said to be the purest type 
of regressive schizophrenic reaction. 

There is some disagreement among authors about this 
classification. Palmer in his book on Psychopathic Person- 
alities has this to say: “What is not simple, catatonic, or 
paranoid, can possibly be judged to be hebephrenic.”* 


Paranoid 


The paranoid condition is surely not unknown to the 
reader. This type of patient tends to be an egocentric indi- 
vidual who is suspicious and sensitive and whose entire 
existence dwells around the phase that he is being perse- 
cuted. In this regard he imagines that people are plotting 
against him and planning his downfall. As these delusions 
become more and more numerous the patient becomes in- 
coherent and absurd. He hears voices calling him names, 
threatening him or sees shadows lurking in the dark. He 
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lives in constant fear of being persecuted or in some way 
harmed. 

This fear of persecution may eventually drive the paranoid 
to some criminal act, such as homicide. This act in his own 
mind then becomes justifiable as a measure of self-defense. 
Such was the case of Daniel McNaughten from whose case 
the now famous McNaughten Rule has been formulated, 
McNaughten believed that he was being persecuted and 
plotted against by the Home Secretary. He eventually shot 
and killed a man he believed to be this person. 

In keeping with this idea of persecution it is interesting 
to note that male patients of paranoid influence usually 
have male persecutors while the females tend to be perse- 
cuted only by females. 

The paranoid usually has a long history of mental illness. 
This usually revolves around conditions of instability and 
undue suspicions of other people. He is unable to accept 
authority and for this reason cannot hold down a job or 
get along well in situations that have responsibility, 

Personality construction of the individual is rigid and 
inflexible. He finds it difficult to change his vie 


I wpoint, At 
the same time he tends to fall from groups and doesn’t 


Catatonic 


In the catatonic 
sudden onset of all 


phases separately there can be and is in many cases an 
interaction between the two. Thusly the catatonic patient 
may alternate frequently from one phase to the other and 
back again, or he may remain constantly in one of these two 
phases. 

The stuporous phase is marked mainly by expressionless 
faces, lack of communication and the assuming of some 
peculiar and unusual pose. The stiff erect pose of a soldier 
seems to be one of the favorites. Chronic stupor individuals 
are usually bedridden, completely mute and helpless. The 
patient is unclean in his personal habits and refuses to eat 
so that he must be forcibly fed. His eyes may be opened 
or closed. If they are open, a spot on the floor or ceiling 
is generally chosen, and the patient will stare for long 
periods of time blankly at this one place. While in this state 
the patient appears to be completely unconcerned about 
what goes on about him or of what is taking place close 
at hand. However, it is known that patients who later regain 
their emotional stability can completely relate all that has 
happened during the time that they were in the stupor. 

In the excited phase the exact opposite, so far as physical 
action is concerned, takes place. Activities are speeded up to 
a point that there is much overactivity. The patient remains 
in a state of physical motion even if he remains rooted in 
one spot. He may talk incessantly but his words are repeti- 
tive, incoherent and meaningless. While in this stage he 
may, without warning attack people around -him regardless 
of whether he has ever seen them before or had any asso- 
ciation with them at all. There is reason to believe that this 
hyperactivity all has meaning to the patient himself and 
thus his actions are aimed at the inner conflicts which beset 
him. Even his outward behavior of violence might be due 
to his inner voices telling him to act. 

The following case histories may serve to more graphically 
illustrate schizophrenia. 

A twenty-four year old man was first picked up by 
the police and sentenced to one to two years for assault with 
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intent to rob. After he had served fifteen months of this 
term he was found to be mentally ill and sent to the state 
hospital. The diagnosis of the hospital doctors was dementia 
praecox: Catatonic Type. His symptoms may be listed as: 

Attention: Difficult to gain, preoccupied with indifference. 

Reasoning and Judgment: He had no insight into his men- 
tal condition, and not enough mental control to resent any- 
thing. 

Volition and Conduct: Has to be told and directed to do 
everything. No homicidal or suicidal trends were evident. 

Emotional State: This was in keeping with his intellectual 
mental content. In prison he was unstable and had acute 
attacks of mania before being sent to the state hospital. 

Memory: Retention and recall are slow and uncertain, 
confused and mixed. 

Stream of Thought: Conversation is meager, slow, con- 
fused. One had to repeat the questions two or three times 
and even then he might answer in a very low voice that 
was hardly audible or at times not answer at all. The patient 
showed definite mental retardation. 

Perception: Inadequate for environment, Hallucinations 
were present. He states he has h 
months while in jail. These voices 


him names and accuse him of many things, 
The Bender- 
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e in the Average Normal range. 


and deluded for the 
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first few years after admission. A series of electroshock ther- 
apy treatments was started in 1951 but without significant 
result. Because of gross disturbance, it was necessary to 
transfer him, from time to time, to a maximum security ward. 

Thorazine therapy was initiated in January 1956 and 
marked improvement began to be shown. Treatment con- 
tinued until January 1958. The improvement noted in 1956 
continued and remained stabilized. As part of the industrial 
therapy program the patient was assigned to making beds 
in a ward. 

Clinical interviews and psychological test findings indi- 
cated a remission from a basic schizophrenia with hysterical 
underpinnings. It was noted that a conventional and moral- 
istic framework was holding steadily against the underlying 
hostile, negative, and guilt components. 1.Q. remained the 
same—85, Dull Normal. 

The patient was recently evaluated by Medical Staff and 
after a full discussion of the clinical interview and psycho- 
logical findings reports, it was the unanimous opinion of the 
Staff that he is in remission of his mental illness and should 
be returned to the committing court for further disposition 
of his case. 

This second case is of a male Negro, age 26, committed 
to the State Prison for shooting another man in the leg 
during an argument in a bar. He was arrested and subse- 
quently sentenced to two to four years in solitary confine- 
ment on charges of assault and battery, aggravated assault 
and battery, and assault and battery with intent to kill. At 
the same time he was convicted of carrying a concealed 
weapon and sentenced to two to four years to run concur- 
rently with the previous sentence. 

Following his conviction the patient had an epileptic 
seizure while in prison. At the County Prison he had been 
difficult to manage and was frequently in restraint. He 
complained about his food, smeared it over himself and 
threw it out of his cell. He battered his cell door with his 
head, ripped a mattress apart, made a physical attack upon 
his male nurse and shouted and screamed all night. 
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A psychiatric commission was appointed to study his 
actions and investigate his mental condition to determine 
if he should be removed to the State Hospital. He spoke 
to the commission earnestly and at length concerning his 
views about God and his religious convictions, stating that 
God was in the belly of a germ and could also be found 
in the belly of a whale. When speaking to the commission 
the prisoner attempted to give the impression of earnest- 
ness and sincerity, but when asked questions relating to 
his behavior in prison and at the time of the crime his de- 
meanor and attitude was argumentative, defensive and 
evasive. The commission considered him to be fundamental- 
ly impulsive and surly with a disposition to violence. He 
was adjudged insane and committed to the State Hospital. 


Family Background 


Little could be learned about the early childhood of this 
patient. His father, a laborer, died of a heart disease some 
time ago. His mother was still living and had not remar- 
ried. He had one brother two years older now serving his 


second term in prison. There were also five sisters but the 
patient was unable to recall their names. 


however, that at this time he suffered from delusions that 
he was the Messiah, that he thought he was being poisoned, 
and had delusions of grandeur as well as persecution. He 
ran away from this institution on two occasions, the second 
time, he says, he was not returned. At the present time he 
says he was committed to the institution because they said 
he tried to kill his mother. 


Clinical History at commitment 


Attention: This was difficult to gain and hold due to the 
patient’s reluctance to answer questions. From time to time 
he would get up out of his chair and attempt to leave the 
room. 


Perception: This appeared inadequate for his environment. 
He seemed to be actively hallucinated in the auditory field. 
There was a past history of auditory hallucinations while he 
was confined to prison. He now states that people appear 
to talk backwards; “When people get together they just go 
through my head and ears. I guess I have to get them cleaned 
out.” 


Conception and Ideation: The patient had a strong para- 
noid makeup which apparently was motivated by fixed, un- 
systematized false ideas of persecution, influence and mild 
grandeur. He also feels that some people try to harm him 
because they don’t understand him. 


Volition and Conduct: The power of the will is inadequate, 
being held in abeyance by the patient’s false and imperfect 
reasoning. Since entering the hospital he has remained 
rather quiet and and aloof in the ward but shows a great 
amount of irritability and aggressiveness when disturbed 
in any way. There is a history of definite homicidal ten- 
dencies. 


Diagnosis: Psychosis with convulsive disorder (Epilepsy: 
Paranoid trend). 
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Clinical History (Four years later) 


When examined four years later the patient was agree- 
able and co-operative. The superficial aspects of orienta- 


tion were accurate, but apparently dubious and inaccurate 
in his own mind. At first th 


at any time except to relate a 
he thought he saw a white figure as in a sheet rise up out 
of a corn field—so did his brother who was with him. 
The patient describes periods when he “blew his stack”, 
off every once in a while to get 
tent expressed in the context of 
ke is highly confused, incoherent 
ving to do with what he feels is 
ospital. He understands it as “poli- 
akes such statements as “You can’t 


He also speaks of murd 
pital if they have money, 


The Rorschach substantiated this 


Preoccupation of bizarre 
sexual content. All of I 


ch material was seen as 
rude color symbolism occurred. 


his mental illness so that he no longer exhibited evidence 
of hallucinatory or systematized delusional ideas. 

After being presented to the Medical Staff it was felt that 
he had received the maximum benefits of hospitalization. 
It was therefore recommended that he be returned to the 
Committing Court for further disposition of his case. He 
was released in care of his mother on the provision that he 
report to a psychiatric clinic periodically. 


Case Three 


This 27 year old Negro man was diagnosed as schizophre- 
nic, paranoid type. He was admitted to the state hospital as 
insane while waiting the action of a Grand Jury on a charge 
of homicide by shooting. He tells a fantastic story of being 
a prince of the royal blood of Ethiopia, son of Haile Se- 
lassie, who was brought to this country at the age of 3 
by Caucasians and raised in a foster home from which he 
took his “American name”, being ignorant of his true royal 
blood. 

The patient cooperated very well during the testing and 
interview session. His speech was coherent, relevant, and he 
appeared oriented in all spheres. Emotionally he appeared 
in good rapport with the environment and no pathological 
emotionality was expressed or implied. He denies that he is 
mentally ill although his story is completely fantastic, autis- 
tic, deriestic, and grandiose, laden with numerous examples 
of clearly “text book schizophrenia.” He stated: 

“| Tve been a victim of ‘drug-amnesia’ all my life; 
probably could have been suffering from “gas-amnesia’ too 
.. . I was not aware of this all until I was imprisoned at 
———-— ... Im royalty . . . probably a prince or king of 
Ethiopia or Egypt . . . I've never lived a complete life ee 
So I’m an incomplete person . . . Since in prison I’ve recoy- 
ered from my drug amnesia but I've been horribly perse- 
cuted by fellow prisoners at— and hear numerous voices 

.. male and female . . . even over the radio. . . that keep 
bothering and hounding me . . . wherever I go to... I 
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saw images when a baby of the planets . . . remember be- 
ing placed in a lion’s den to be weaned by a lioness who 
had four cubs in the cave . . . remember seeing a little 
three inch angle coming towards me once when I awoke 
from a dream...” 


Mental symptoms 


Attention: Easily gained but as soon as he starts in on a 
reply he wanders off into his delusional ideas. 


Stream of Thought: Conversation is both in answer to 
questions and spontaneous. He had great flight of ideas, 
grandiose ideas, and bizarre thoughts. He remained persist- 


ent in trying to establish these ideas as the truth, Speech 
was rather excessive. 


Perception: Inadequate. Rendered so by his divorce from 
reality. 


Memory: The patient claims amnesia from childhood to the 
time of his arrest. This, of course, cannot be true amnesia 
because he gets to wandering along in speech and tells 
of things that occurred during his early childhood and boy- 
hood. Can tell where he went to school and knows about 
world events and past history back to childhood, 


Reasoning and Judgment: He has absolutely no insight 
into his mental condition. Believes his only need is to get 
out of the hospital and back to court and prove his inno- 
cence. 

On the Wechsler-Bellevue Intelligence Scale, Form I, the 
patient obtained a Verbal Scale I. Q. of 100, a Performance 
Scale of 97, and a Full Scale of 99° This places him in the 
Normal, Average intellectual range. A wide intra- and inter- 
test scatter reflects a diminution from his true endowment 
and native potential which probably is in the bright-normal 
range. 

On the Rorschach Psycho-diagnostic Test, the patient re- 
148 


sponded to all 10 cards with 10 responses: one response for 
each card. The test was little more than a series of perse- 
verated, animal-content, responses of vague and dubious 
character, with little, if any, creative imagination at work. 
All emotionality was “frozen” and extreme constriction was 
noted. Only two responses were “populars” (20 per cent) 
and this was “accidental” as he is so narcissistically-involved, 
there is little interpersonal relationship other than himself. 
Empathy with others beyond himself is almost impossible. 
Queer and bizarre embellishments to his responses were 
replete throughout the protocol and clearly psychotic reason- 
ing and judgment is evident. 
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Chapter IX 


CRIMINAL BEHAVIOR 


In September of 1958 the Department of Justice an- 
six months of that year 


per cent over the com- 
parable period for 1957. The Director of the Federal Bureau 


stated that if this trend 
rd for major crime.’ For 
d investigate the psycho- 
logical implications of this behavior which leads to outward 


bursts of anti-social action on the part of an individual. 
Since the criminal act involves human tendencies and 
the psychic constitution 
the motivations for his 
e, is quite often the re- 
ands of everyday living. 
embles the neurotic, but 


neutralized by adequate compe 
anguished feelings of emotion 
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defenses against such feelings; strong hostility, not suffi- 
ciently neutralized by positive emotions of love, affection, 
and tenderness. Such hostility leads to aggression which 
finds expression in criminal acts. All this reveals itself as 
an attempt to control or manipulate the environment. 

The determining factors in the personality formation of 
criminals are: family influences, social environment in the 
broadest spectrum, and general ideological trends in a 
given culture, all of which exert undeniable influences on 
inborn constitutional factors. 

For example, it is quite reasonable to assume that an 
individual of inadequate intelligence is less capable of ap- 
preciating the significance of various social and anti-social 
acts than is a normal person. On the other hand, it is well 
known that the great majority of defective individuals do 
not become involved in criminal acts. When one does be- 
come involved in a criminal act this can be attributed to 
certain environmental stresses and tensions reacting upon a 
congenitally weak system. Such individuals, with their lim- 
ited intellectual capacities, are fertile soil for the reception 
of and influence by future determinants. 

The far greater incidence of criminality in the male sex 
has been explained, in part, on the biologically determined 
differences in the degree of aggression in the two sexes. 
Similarly, the striking appearance of criminality during 
adolescence and its relative subsidence in later life may be 
associated with corresponding fluctuations in aggressive 
tendencies. 

Frequently also one finds an abusive, domineering father 
whose unreasonably stern attitude permits the youth no 
satisfactory outlet for his aggressions in the home environ- 
ment. In time the young man must express his aggressive 
tendencies elsewhere, possibly manifesting them at first by 
relatively minor socially unacceptable acts. Later he may 
turn aggressive illegal outbursts which with their implica- 
tion of a counterblow against the authority figure, may offer 
more immediate ego satisfaction. 

During the early developmental period of the personality 
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structure there may be inept or clumsy attempts on the 
part of the youth A establish a feeling of adequacy within 
himself. Those who have been unreasonably repressed dur- 
ing boyhood often develop vague feelings of inferiority and 
inadequacy which can be dispersed only through positive 
achievement. Early sexual strivings are also probably of 
some significance in this regard. It is quite significant that 
these antisocial acts are often performed in the company 
of other youths. Solitary activity, at least in that period of 
life, would be less successful in fulfilling the individuals 
subconscious purpose, that is, to bolster the ego. 

Another important developmental factor in the forma- 
tion of the criminal personality is the role played by an ex- 
cessively indulgent and overprotective mother. A signifi- 
cant number of criminals exhibit in childhood an overde- 
pendence on the mother, a characteristic nurtured by con- 
ditions such as the absence of the father from the home 
or maternal overprotectiveness. From such foundations 
emerge the typical oral character, who may be exemplified 
by the chronic alcoholic whose infractions of the law may 
be minor, or the check forger or swindler. Often such an 
individual may get along fairly well, at least on a super- 
ficial basis, until his overprotective mother dies. Then his 
inadequate emotional and personality structure collapses, 
When he finds himself unable to cope with the stresses and 


tensions of competitive existence from which he has been 
protected, he often launches 


Thus, some as 


the type or direction of anti-social behavior exhibited in 
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later years. Let us examine some of these determinants in 
further detail. 

Aggression is undoubtedly one of the most important fac- 
tors in the structure of the criminal personality. It is an in- 
tegral part of instinctual life and is manifested in a variety 
of ways. 

The development of aggression is one of man’s normal 
reactions to the disappointments and the opposition he en- 
counters in the course of his life. If, for some reason, he 
cannot manifest this aggression, anxiety sets in. Exaggerated 
aggression may have many causes, such as some insur- 
mountable disappointment, an inability to defend one’s 
self, resulting in unconscious anxiety. 

The suppression of aggression contributes markedly to 
personality disorganization and often leads to hysterical 
outbursts at some inappropriate occasion when the pent-up 
emotions can no longer be restrained. Then a vicious circle 
ensues, such outbursts automatically lead to further feelings 
of guilt and consequently to a renewed decision to repress 
the aggression. Thus, the gratification of adequately justi- 
fied aggression is essential for mental and emotional health. 
The gratification of abnormally generated aggression often 
leads to criminal activity. 

Aggression is but one of the factors in the psychodynamics 
of criminal behavior. Some criminal acts are performed be- 
cause of a sense of guilt and a need for punishment. Appar- 
ently the unconscious wish for punishment stems from 
strong unresolved unconscious feelings of guilt. In order 
to ensure punishment, the criminal may leave clues or seek 
to revisit the scene of his crime in an effort to bring about 
detection. It is definitely established that this unconscious 
need to be punished, to suffer, is quite prevalent. The un- 
conscious wish for punishment is generated by uncontrol- 
lably strong, unconscious feelings of guilt which result in 
anxiety. The commission of the crime, the detection of it, 
and the punishment meted out, help to resolve intolerable 
anxiety. In certain cases this need appears to take place 
on a conscious plane, as in chronic offenses of certain types. 
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Intolerable tensions may mount to such intensity as to 
result in the execution of violent and explosive impulses. 
Impulses may be sudden or transitory, or the associated 
tension may rise to a crescendo leading to a social or crim- 
inal activity. 

The most disastrous manifestation of lack of impulse con- 
trol is that of the catathymic crisis, as postulated by Dr. 
Frederic Wertham.’ The picture is one of an isolated, non- 
repetitive act of violence, which, though occurring sudden- 
ly, usually has a developmental background of intolerable 
tension, conscious or unconscious. Such criminal activity 
may run the gamut of homicide, suicide, infanticide, filicide, 
matricide, etc. 

According to Dr. David Abrahamsen? crime (C) is the 
product of the individual’s tendencies (T) and the situa- 
tion (S) of the moment, interacting with his mental resist- 
ance (R). Abrahamsen derives the following formula: 


c= T-S 
R 


g either in a so- 
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enced bitter frustration and disappointment, intolerable 
inner conflicts, along with hostility and resentment causing 
anxieties and guilt feelings. The latter, the intrapsychic 
forces, may call forth an abnormal reaction or attitude or 
elicit an abnormal drive; as a result, the person is driven 
into antisocial or criminal activities. 

With each new crime the offender builds a stouter bar- 
rier between himself and society, and this generates fur- 
ther aggressions, which call for new criminal activity.* In 
addition, he has, within him, temptations and desires to 
which he does not and cannot give expression. Therefore 
he has the fantasies that he acts out, the punishment re- 
ceived therefor, and still other fantasies tormenting him. 
This is the basis of chronicity in criminal activity. 

According to Dr. Carlos J. Dalmau," criminal behavior 
may be used by individuals as a means of relieving severe 
intrapsychic tension that threatens the ego, and thereby 
avoid a psychotic break. The criminal act thus serves as a 
“psychotic equivalent.” Dr. Dalmau suggests that anti- 
social behavior is utilized as a pathologic ego defense; psy- 
chotic break is warded off by acting out destructive energy. 
Society takes over the superego role and frees the individual 
from his intrapsychic stress. Balance within the person- 
ality is preserved at the expense of society. Dr. Dalmau 
postulates that a large percentage of people who commit 
anti-social acts are “psychogenic criminals.” The individual 
prefers to overcome his conscious guilt by an anti-social 
criminal act than be tortured by free-floating guilt due to 
an unconscious inner struggle. 


Pyromania 


In a discussion of this sort we are not concerned with 
fires set by individuals in order to hide a crime, gain finan- 
cial stability from insurance, or in some other way to ma- 
terially benefit from their fire setting action. The absence 
in fire setting cases of obvious economic need is often 
thought of as a criterion for applying the term pyromania 
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which “. . . traditionally has been, then, like kleptomania 
a residual category.” However, “. . . It is generally agreed 
that there is a particular form of incendiarism called pyro- 
mania, which is pathological. These pyromaniacs cannot 
explain why they set firesthev act under a compulsion 
and we are entitled to assume that 


premacy over adults. 
found that firesetting 
by a traumatic home 
and unwanted, when a 
they are simultaneously angry and 

scinated with fire-engines 
» a situation which occa- 
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of fire the weakling can wreak great devastation and bring 
disorder to an entire community. 

The motivation of unrequited love also includes forbid- 
den and unattainable paraphiliac desires which, through a 
stern conscience, can find expression only in dreams and 
half-conscious fantasies. Such paraphiliac desires may in- 
clude incest wishes, sadistic impulses, homosexual cravings, 
etc. Stekel declares: “Persons of this type fail to find the 
form of sexual gratification which alone is adequate for their 
needs; they are eternal seekers, always disenchanted, al- 
ways ungratified, and their impulses must undergo a trans- 
position of objectives before finding an outlet.” 

In women, it has been found that pyromania tends to 
be aggravated or increased during heightened sexual excite- 
ment which is usually cyclic. 

Some types of pyromaniacs are slow developing, the final 
act of fire setting being the result of many years, perhaps 
since early childhood, of fears, frustrations and anxieties 
generally kept within the individual until he finally has the 
uncontrollable urge to express himself by the setting of fire. 
Other cases of pyromania are more spontaneous and direct, 
the result of a specific occurrence which greatly disturbed 
the individual. Such a case of fulminating pyromania is 
exemplified by an adult male with relatively negative hered- 
ity and sheltered early in life during which he was sub- 
jected to less problems and emotional strain than the aver- 
age boy and hence quite free from the ordinary tensions 
and frustrations normal to early life. 

“On meeting later in life with a major frustration, having 
lost his cherished love object, he developed tremendous hos- 
tility toward the whole world at large which he expressed 
in violent destructive deeds of excessive pyromania and 
kleptomanic activities. Psychotherapy neutralized his hos- 
tility and relieved his tension. On being released from the 
hospital some 20 years ago and after many tortuous and 
circuitous happenings, he finally married the girl of his 
first love and, as they say, they lived happily thereafter.”* 

This type of behavior may, psychologically, be classified 
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as compulsive neurotic or impulse neurosis. Whenever it is 
determined that the actions of the pyromaniac are due to 
true impulse neurosis the individuals may, in jurisdictions 


of justice this would be a good time to further investi 
the doctrine of “irresistible impulse.” 


There is wide variation among the medical professions 
as to the accuracy of this approach. One particular disagree- 


ment is in the word “irresistible.” The connotation is that 
of absolute inability to resist. A fe 


ability to resist an impuls 
tics, and schizophrenics 


Perhaps Sheldon 
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Glueck’s suggestion of calling such actions “lack of power 
of control” would be more acceptable and accurate.” 

In short, it seems that both the medical and legal profes- 
sions do not accept the “irresistible impulse” test completely, 
partly because it does not take into consideration that all 
persons are usually more influenced by emotion than by 
reasoning and partly because it fails to provide an ade- 
quate basis for judging several psychoneurotics and others 
whose criminal actions stem from unconscious motivations. 

Psychoanalysts make much of the assumed sexual sym- 
bols in cases of pure pyromania. As an example in a case 
of repeated burning of grass on vacant lots it was considered 
that the lots themselves symbolized the pyromaniac’s father. 
By driving onto the lot with his father’s car the patient 
identified himself with his father and his sex organ and per- 
formed the act of incest on his mother. Here again the 
subject’s desire to both set the fire and put it out was evi- 
dent. 

This, according to psychoanalytic theory, was a sym- 
bolic or unconscious wish to repent for his sin, and the 
splashing of water on the fire was a symbolic repetition of 
a regression of the urethral phase of his libidinal develop- 
ment. In this phase the subject was said to have had erec- 
tions which were relieved by urinating. The following case 
of a 15 year old boy is similar to this in some ways. 

This 15 year old boy is typical of many cases of pyro- 
mania. At the time of his arrest he had been responsible 
for setting four fires, several causing considerable damage. 
Although the type of fires set by the pyromaniac are vastly 
different from personality to personality, the four fires set by 
this boy appear to run the gamut of destruction. This is to 
say that they included fires set which did little damage, to 
one which caused a considerable amount of destruction, It is 
interesting to note that each fire he set outside his own home, 
got bigger as if he felt that since the last fire did not gain 
him attention he would set a larger one. 

This continued for three fires and then, if we accept his 
need for recognition, he figured that since outside fires did 
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little to gain him attention he would set one where every- 
one would have to take notice, in his own home. 

The first fire he set was in a car port and the utility room 
next to it. The fire was quickly discovered and little dam- 
age was done. At this time the police had no idea who 
had set it. 

His next fire, several weeks later, was set in a one story 
workshop of an upholsterer. However, the owner immediate- 
ly noticed the flames through the window of his home. 
After firemen had arrived and put out the fire an investiga- 
tion was started. In an alley next to the building was found 
an empty lighter fluid can, supposedly used to start the fire. 
Damage was estimated at around $2000, 

The third fire was set in a 
half of the kitchen. When 
were locked from the inside 
of the house was open. All the room 


The parents reported nothin 
behavior and reported that 


he had set it he was sorry and his immediate desire was to 
put it out, but always something restrained him. 

He was a pale, dreamy type boy who walked with a pe- 
culiar gait. Outwardly he appeared warm and receptive to 
counseling. He looked fairly intelligent, but school records 
disproved this. In such subjects as arithmetic, language, 
social studies, and science, he received F’s. His highest 
grade was a C in spelling. 

His attendance at school was poor because, as his mother 
said, he had terrific headaches ever since an automobile 
accident several years previous. These headaches only hap- 
pened in the morning and a subsequent E.E.G. record re- 
vealed nothing wrong of a physiological nature. 

The school nurse had been trying to get the entire family 
to visit a local hospital because of evident malnutrition and 
the bed wetting tendencies of the children. 

The parents described the boy as being a very late sleeper 
and one who appeared to be tired all the time. He was a 
very heavy coffee drinker, exceedingly nervous, and had a 
vicious temper. 


Clinical Report 


The psychological examination using the Wechsler Belle- 
vue Scale, showed a Verbal I.Q. of 76, a Performance Scale 
of I.Q. 85, and a Full Scale of I.Q. 78. This indicated that 
the boy functioned within the Borderline to Dull Normal 
range of intelligence. 

From his life experience, it would seem that he had de- 
veloped little understanding of social responsibility. Yet he 
had considerable anxiety and guilt feelings about some of 
his behavior. It seemed, that social reality had not given 
him a set of references or frame of values enough to control 
his impulsive personality. Sexual repression was thought to 
be at the bottom of his behavior. 

Low achievement and educational application is seen as 
related to poor attention span and low ability to concen- 
trate. During the psychological interview the boy was alert, 
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oriented and cooperative. He had no concrete ideas of why 
he set the fires, nor any possible implications of this phase 
of his activity. He said that even as a youngster he was 
interested in fires, and “liked to help put them out”. There 
was no evidence of any psychosis. 

Of interest is the fact that each time he set a fire his 
mother had gone out of town on business, Considering his 
limited intelligence he may have felt that his mother would 
not return, and so he set fires in order to attract attention. 
He described his anticipation before setting a fire as 
“something that just hits me and then I set it” 

Ernest Simmell, working from the psychoanalytic point 
of view considers that fire setting can only be classified as 
genuine pyromania when the act is considered in its entirety, 


which was to set the object on fire and also a desire to 


extinguish it. This tendency we noted in the above dis- 


cussed case of the 15 year old boy. This desire to both set 
the fire and put it out gives the pyromaniacal action the 
symbolism of a masturbatory act according to Simmell. 

The following is another example of pyromania in a 
young boy. 

This is the case of a 


home. 


As a boy of four at the Fourth of Jul i 
obsessed with the idea of lighti eee ate bests 


he threw the sparklers overb 
He remembers setting a fire to a hot d i 
excited him very mich H d aes a 


> h. He described considerable excite- 
ment over seeing engines go by, 


and at times ran out of 
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oard. 


the house in an ecstasy of pleasure when the “red wagons 
go by.” 


The Family 


The family background, particularly the relations be- 
tween the father and mother were found to present a major 
contributing factor toward the boy’s disturbance. The family 
had lost two children by accident, each child when it was 
20 months old. 

The first child, a girl, was killed while swinging on a 
home made swing erected by the father. For this reason the 
father blamed himself saying he should have constructed 
the swing differently. The second child was killed when a 
car backing up ran over him. : 

It was quite clear that the mother, who was an out pa- 
tient of an Eastern state mental hospital, had been baby- 
ing the young boy since the loss of her other children. She 
reported that since her other children died she had been 
spending all her time looking after her son. In this regard 
there was an almost incomprehensible and irrational cling- 
ing to her child. Whenever the father tried to punish the 
boy, the mother would just “lose her head.” 

The father described himself as “. . . a very vindictive 
man; I am very vengeful to my wife; I am unable to get 
her to do things concerning my boy.” The father was 
stricken with guilt over the death of his two children. He 
described his son as so spoiled by his mother that he re- 
fused to pick up his toys. When the father attempted to 
discipline the child he ran into the mother’s whining pleas, 
“Jeave the boy alone.” 

The father appeared to behave rather like a child with 
a temper tantrum for when criticized he lies down on the 
task and refuses ever again to do it. When his wife got her 
driving license a year previous, he stated “she began to tell 
me how to drive and it just bumed me up so I stopped 
driving.” 

The only reason that the mother and father had survived 
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25 years of marriage was because they were tied together 
by guilt over the deaths of their two children. A very poor 
basis for a family to build on, to say the least. 


Clinical Report 


The boy claimed no history of bed wetting or enuretic 
disturbances. He admitted setting nine fires in the past 
five years. 

The Revised Stanford Binet Intelligence Scale, Form L, 
was administered and a mental age of 9 years, 0 months, 
and an I.Q. of 102 was obtained. This would indicate nor. 
mal or average intelligence together with an average spread 


of mental ability over the various year levels provided by 
the Stanford Binet Test. 


being much youn 

With this back: 
tile, intemperate and hostile father, and 
depressed, tearful, whining and em 
mother, it was thought that the best 


Kleptomania 


Kleptomania is a form of stealing; the Kleptomaniac steals 
ra of a deep-seated compulsion which he cannot re- 
sist. 


Among the Ji i i P 
Wham sara api Tetanos of this phenomenon 


recognize the sexual character of his deeds. During the 
act of stealing, the kleptomaniac experiences emotions very 
like those of sexual excitement; excitation, a state of ex- 
pectancy, anxiety or dread, and finally, release of tension, 
albeit without orgasm in most cases. Kleptomania is often 
related to frustrated love, jealousy, and rivalry, to impotence, 
frigidity, homosexuality, sado-masochism, and other aber- 
rations. 

The Kleptomaniac carries out his thefts in a more or less 
drowsy state. He feels impelled to take hold of something 
forbidden. His stolen articles are usually endowed with 
some mystic value, usually of a sexual nature, known only 
to himself. In many instances, Kleptomania is related to 
masochism. The kleptomaniac is fully aware that punish- 
ment will follow detection of his act of stealing. Thus these 
individuals are impelled to act by the desire to suffer pun- 
ishment, which is pleasurable. The punishment they experi- 
ence causes feelings similar to those of sexual gratification. 
There is also a component of sadism in kleptomania. Many 
kleptomaniacs are pleased that their thefts cause pain and 
distress to those they rob. Sadistic motives either lead to 
the theft of precious objects, which are important to their 
owner, or to the stealing of worthless objects which have 
an emotional value for the owner. 

As mentioned earlier, it is now quite generally agreed 
that most, if not all, cases of kleptomania have a sexual 
basis. William Healy states: “The interpretation of the 
causes of this impulse to steal is of great interest. The 
repression is often found to center about sex affairs. This 
relation of the stealing impulse to the menstrual or pre- 
menstrual period in women leads us to much the same 
conclusion. Dr. Gudden, who seems to have made the most 
careful studies, maintains that practically all cases of female 
shoplifters whom he examined were, at the time of their 
offense, in or near the period of menstruation.” 

This woman of thirty-eight, who was addicted to steal- 
ing, reported that she was sexually excited whenever she 
stole and that she even experienced an orgasm at the mo- 
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ment she accomplished her theft. In sexual intercourse she 
was frigid, and while masturbating, she would imagine she 
was stealing. To her, kleptomania represented a forbidden 
act and thus masturbation. 

Many female kleptomaniacs steal objects which have a 
sexual connotation, although they are not aware of this. For 
instance, a woman was addicted to stealing screw drivers, 
although she had no use for such objects and threw them 
away afterward. Still, the symbolism of the screw driver is 
obvious—the penis. This does not mean that she desired 


sexual intercourse, but rather that she was suffering from 
a penis-complex. 


tried to seduce her but she 
had resisted, although she desired intercourse. They did, 
however, fondle each other's organs, 

The girl’s mother did not approve of the young man and 
Soon persuaded her to give him up. From then on, the girl 
J with sexual thoughts and found par- 
ticular pleasure in recalling how she had fondled her lover’s 
penis. Shortly afterward she began stealing gloves. The 


instead of looking for another lover or actually ignoring 
her mother’s wishes. 

The striking relationship between kleptomania and sexu- 
ality is not confined to women. Glueck reports an interest- 
ing case in which kleptomania was unmistakably bound 
up with the sexual life of the individual. A 24-year-old 
negro was admitted to St. Elizabeth’s Hospital from the 
district jail where he had been awaiting trial on two indict- 
ments for larceny. He had begun to steal at an early age. 
During his first expeditions he became aware of the sexual 
nature of the feelings which he experienced. Later he 
began to steal objects for which he had absolutely no use; 
on one occasion he stole a dozen bricks. He was apprehend- 
ed frequently but he could not control his impulse to steal. 
His father tried to break him of this habit by supplying 
him with everything he might want, but this was of no 
help. He stole for the love of stealing, for the intense 
sexual emotion and excitement he experienced while stealing. 

Even during his stay in the reformatory he would steal 
anything he could lay his hands on, although, the articles 
were of little use to him. Nor would he attempt to hide 
them; and when he was detected he would acknowledge 
his theft and say that he was impelled to his crime by 
some strange inner force. During his thefts he experienced 
peculiar bodily and mental sensations. In his own words, 
“I begin to feel giddy and restless, and I felt as if I have 
to do something. This feeling gradually becomes more 
marked until I am compelled to enter a house and steal, 
While stealing I become quite excited, involuntarily begin 
to pant and perspire and breathe rapidly as if I had run a 
race; this increases in intensity, and then I feel as if I have 
to go to the toilet. After this is all over I feel exhausted 
and relieved.” From this description there is little doubt 
that his thefts are bound up with emotions of a pronounced 
sexual nature. 

The most frequent complication in Kleptomania is the 
resulting conflict between the ego and the superego. Klep- 
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tomaniacs try to convince themselves that since they do 
not get enough affection they have a right to steal. But, as 
a rule, they do not succeed in this self-deception. Instead 
they feel guilty, steal more and more, and thus become 
enmeshed in a vicious cycle. 

We found that most kleptomaniacs steal articles for which 
they have no use. It is simply the act of stealing—equivalent 
to coitus—which is important. Kleptomaniacs have to steal 
in order to attain sexual satisfaction because they are not 
able to obtain sexual satisfaction by normal means: they 
may be sexually inhibited, impotent, or frigid. When a sat- 


isfactory sexual adjustment is made, the compulsive steal- 
ing usually abates or disappears. 
What is the relationshi 


use to the shoplifter. The 
preted as a not-too-ageressi 


se e most prevalent group, those 


from seventeen to twenty-five, comprises individuals of 
late adolescence and early maturity when independence 
must be expressed in any number of ways, and when one 
is still rather easily influenced by bad example. 

In general, about 40 per cent of the shoplifters investigated 
were married, and 75 per cent had been married; but marital 
discord is not a factor in shoplifting. About 87 per cent of 
the cases were of normal intelligence, 14 per cent were 
borderline cases, and very few were feebleminded. 
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Chapter X 


JUVENILE DELIN QUENCY 


more notice paid them. Juvenile delinquency statistics belie 
this belief however, 


The Juvenile Court Statistics report of 1955 listed a 
total of 324,369 juvenile delin 


that year in 1549 courts in 4l states. While the United 
States Children’ i 


there was an increase of 29 per cent 
in juvenile offenders, 
F.B.I. reports indicate 


omitted in making the surveys throws doubt as to the 
accuracy of the findings. Another problem is the diversity 
found in the way police departments keep records of their 
arrests, and that many juvenile cases are handled “unofficial- 
ly,” thus never get “on the books” and hence are not re- 
ported. 

When we begin a discussion of juvenile delinquency we 
find not only disagreement about the methods of compiling 
statistical records, but a vast discrepancy between the 
states, and indeed within the states, of the legal definitions 
and handling of the juvenile offender. The age at which an 
offender is to be considered a juvenile differs from a low 
§ through 19 for boys in the state of Wyoming to a high of 
17 or 18. These are ages which the offender must be under 
in order to be classified as a juvenile delinquent. 

What is a delinquent? This is a definition which differs not 
only from state to state but even from community to com- 
munity. What might be considered delinquent behavior in 
one section, say the middle class section of town, is not al- 
ways delinquent behavior in the slum section, there it might 
be the current method of survival or day to day living. 

Even our own interpretation of what is delinquent be- 
havior differs from that of our neighbor. The cop on the 
beat might consider the juvenile delinquent as a small 
counterpart of the adult criminal offender, while the teach- 
er feels a delinquent is the boy in her class who smokes 
in the washroom and skips class every other day. 


Legal Definitions 


One of the first legal definitions which this country accept- 
ed was first enacted in the juvenile court legislation of the 
State of Illinois in 1899. This law is still in effect in Illinois 
and has been the basis of many other states’ legal definitions 
of the juvenile delinquent. It reads in part: 


“The words ‘delinquent child’ shall mean any male child 
who while under the age of seventeen years or any female 
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child who while under the age of eighteen years, violates 
any law of this state; or is incorrigible, or knowingly asso- 
ciates with thieves, vicious or immoral persons; or without 
just cause and without the consent of its parents, guardian 
or custodian absents itself from its home or place or abode, 
or is growing up in idleness or crime; or knowingly fre- 
quents a house of ill-repute; or knowingly frequents any 
policy shop or place where any gaming device is operated; 
or frequents any saloon or dram shop where intoxicating 
liquors are sold; or patronizes or visits any public poolroom 
or bucket shop; or wanders about the streets in the night 
without any lawful occupation; or habitually wanders about 
any railroad yards or tracks or jumps or attempts to jump 
onto any moving train; or enters any car or engine without 
lawful authority; or uses vile, obscene, vulgar, profane or 
indecent language in any public place or about any school 
house; or is guilty of indecent or lascivious conduct; any 


child committing any of these acts herein mentioned shall 
be deemed a delinquent child , ù >s 


New Hampshire states that delin 


t child shall mean 
“any child who violates quent c. shall me 


any law of this state or any city or 
o is wa d, di i z 
tald by bis ooe yward, disobedient or uncon: 


home, or so deports him- 


self as to in health or morals of himself 


jure or endanger the 

or others,” 
Massachusetts, which in 1940 revised its statutes con- 
cerning juvenile delinquents, defines the delinquent as“... 


n seven and seventeen who violates any city 


ordinance or town b -law or commi 
Blable brave a y: commits an offence not pun 


age or a female not yet 18. Here 
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we find the borderline. In most states it is not clear cut or 
in some even stated in their laws. However there is a trend 
to try the more serious offenders in an adult court. These 
conditions of transfer vary from state to state. Arkansas 
statute states that “Juvenile court may transfer children 
under age 21 arrested without warrant to criminal court; if 
arrested on warrant, criminal court may transfer to juvenile 
court.” ® 

Maine statutes say that the “Juvenile court has exclusive 
jurisdiction over children under the age of 17 with the ex- 
ception of capital or other infamous crimes.”* 

New Jersey law states that “Juvenile court may transfer 
to criminal court children between 16 and 18, and must do 
so if the child so demands. However, the courts have deter- 
mined that exclusive jurisdiction does not divest criminal 
courts of jurisdiction to try murder cases.”® 

The idea of transferring the juvenile “at the court’s dis- 
cretion” to an adult court seems to me to mean that in effect 
the probation office and juvenile court have given up the 
idea of rehabilitation of the child. Their next step is to get 
him out of the way. What better method than to send him to 
a higher court and thus out of their hands? Arizona has such 
a provision in their law, and indeed they have sent to their 
state penitentiary several juveniles under 18 years of age. 
One of these was only 13 at the time of his commitment. 

Under the doctrine of parens patriae, which literally means 
making the king the father of his country, our juvenile 
courts work on the basis of protection of the child as a 
member of the state which it governs. Thus, the state is re- 
sponsible for the welfare of the child. In this sense it be- 
comes the State in the interest of John Doe, instead of the 
State versus John Doe. 

In this same vein we have the common law aspect of 
intent. This means, under mens rea, that children under 
the age of seven are responsible for their conduct. The states 
also hold that unless a child between the age of 7 and 14 
has been shown “to have sufficient capacity to distinguish 
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intellectually between lawful and unlawful behavior, he 
has generally been considered, because of immaturity, to be 
incapable of crime.”® 


Causes of Delinquency 


There have been many studies made to find the basic 
causes behind the juvenile delinquent. Different professions 
have their own individual theories concerning the formation, 
prevention, and control of the ever pressing problem. Out 
of all these studies has evolved some more or less constant 
factors which we should note here. 


In environmental factors we have homes disrupted by 
death, desertion, divorce, excessive alcoholism 


seem to reappear again and again, @! 
the part of one or both par 
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ple of angelic goodness to satisfy his father’s wishes. (4) 
The exploitive or “showcase” parent. In this case we see the 
genius son who must play the piano for his mother’s 
visitors. And if this were not enough she chooses the type 
of music he will play, usually the classics. (5) Favoritism of 
one child or another makes for conflicting loyalties and guilt 
feelings on the part of the neglected one. The first born 
might be favored to the second or vice versa. (6) Irregular 
discipline. Here again confused and irregular feelings give 
vent to antisocial outbursts. What is today accepted behavior 
to the parent becomes unacceptable behavior tomorrow. A 
Feelings of inferiority. This is one of the most frequently 
voiced criticisms of the young offender, usually against the 
father. There is a lack of warmth and approval coming frora 
the parents, nothing seems to warrant praise or credit. 

Any one of these concepts of the cause of delinquency 
could be the subject of a full length book, so after consider- 
ing briefly the psychoanalytic approach, we shall delve into 
one of the theories used by sociologists. 

The psychoanalytic school of thought lists a delinquent 
personality as distinct from that of non-delinquent. This 
theory makes use of Freud’s concept of unconscious repres- 
sion and the need for punishment due to guilt feelings. 

Reiss lists three psychological types connected with their 
theory. (1) The relatively integrated delinquent; (2) The 
delinquent with defective superego controls; (3) the delin- 
quent with markedly weak ego control. 

The relatively integrated type of delinquent is one whose 
individual controls are of such a nature as to allow him 
to become a well adjusted adult. The delinquent with defec- 
tive superego controls feels little guilt about his actions and 
feels that he has little in common with the more conventional 
forms. The delinquent with markedly weak ego control is 
insecure, hostile, and not integrated with the group from 
which he is raised. Anxiety and fear are also associated with 
this type of personality. 

This theory has, of course, met with some criticism. Milton 
L. Barron in his book The Juvenile Delinquent Society, 
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states that the “theory is useful but not essential to the 
conception of the delinquent as a neurotic or emotionally 
unstable personality.””” 

The sociologist in his work with juvenile delinquency 
considers many factors which overlap or parallel the work 


gists however are the studies concerning instability of the 
family, money and economic factors, family influence, living 
conditions and effects of American life on criminal conduct. 

Another branch of sociology considers that all deviant be- 
havior is a learned process which the delinquent picks up 


It is from this concept that the differential association 
theory is derived. “The differential association theory, which 
is considered by most sociologists as the best formulation 
to date of a general theory of criminality, 
that criminality is learned in interaction 


process of communication, Specially, the hypothesis is that 


techniques of committing crime and 
> rationalizations and attitudes.’”** (For 
a complete study of the Differential Association Theory and 


ompulsive Crime, see Crime and Insanity, edited by the 
author. ) 


The following is an unusua 


i 1 l case connected with juvenile 
behavior, not in the crime it 


self, although homicide is un- 


the car for a pick-up truck in which they found three rifles 
and $60 in cash. 

The two then returned to Los Angeles and visited the 
home of a friend, Tom. They slept in his garage over- 
night. The next day they left with Tom and two other 
friends, James and Donald. Before leaving, however, Tom 
withdrew $100 from his savings account at the bank and 
“borrowed” his father’s car. 

The five then drove to a small city in Mexico where Jean 
and William were married. After driving around for some- 
time they were stopped for driving, unknown to them, on 
a toll road. They were fined by the police $15. This just 
about ended their financial resources. 

From a small town in Mexico they re-entered this country 
and headed toward one of the larger Western cities. Short- 
ly before reaching the city, however, they picked up Bill, 
a sixty-year-old hitch-hiker. Twelve miles later they pulled 
off the road and parked, presumably to make camp and eat 
dinner. 

By what was apparently a previous arrangement, although 
later none could remember who instigated the idea or who 
started the action, Tom fired at Bill with one of the stolen 
guns found in the pick-up truck. When Bill tumed around 
to see his assailant, James shot him and he fell to the ground, 

William then ran to the dying man on the ground and 
asked, “Are you dead yet?” To make sure he pumped an- 
other bullet into him. 

At this point James stabbed Bill with a knife the five had 
purchased while in Mexico, 

After dragging the bod 
it with brush they drove o 

Shortly thereafter the five were 
of car theft by the state highway 
tions of this were being made, the 
by a hunting party, just two days a 


y into some bushes and covering 
picked up for suspicion 
patrol. While investiga- 
body of Bill was found 
iter the crime had been 


Because of the seriousness of the crime, the five were 
transferred from the juvenile division to the adult court 
where they stood trial. All four boys were sent to the 
state penitentiary and the girl, after being sent to a girls 
home and breaking out, was remanded to the custody of her 
parents. She has since been involved in other juvenile crimes. 


Case History of Jean, Age 14 


Jean came from a family of eight children, the youngest 
being 4 months and th 


at one time but this fell off until th 
church at all. The family moved often, 

Besides the charge of murder she faced two grand theft 
charges (car), burglary of $200, and a felony charge of 
hitting a man over the head in one of the cabins which she 
and her boy friend raided. (This was in a state other than 
the one in which the murder 

In regard to the charge 
she stated that “We did exact] 
but when he didn’t black , 
bandaged him up.” 

In relation to the murder she said: “We just got started 
and had to do it because we were out of money,” 


Clinical Report 


Jean gave the impression of being petulant and assertive, 
€r approach to the situ 


lation was Cautious and apprehen- 
Sive, even though she ma, 


and the dramatization which she felt $ h 
figure drawing ( DAP.), She telt in carrying out the 
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Jean’s efforts to hide her feelings and submerge them in 
activity was almost feverish. She sighed often and one had 
the feeling that she wanted to cry but was fighting to con- 
trol this childish outburst. 

During the psychological interview she was alert and 
suspicious about what the examination might have in store 
for her and was prepared to put up a defiant front of dis- 
crediting the whole affair. She became absorbed, however, 
in the test material and was able to work cooperatively and 
effectively through most of the testing. Only seldom were 
there brief lapses when tension and concern about her pres- 
ent dilemma came to the surface, 

The psychological examination, using the W.I.S.C. 
(Wechsler Intelligence Scale for Children) shows a Verbal 
Scale of LQ. 92, Performance Scale LQ. 128, and Full 
Scale I.Q. 110. This indicates a range of intellectual func- 
tioning that extends from average to superior levels. 

Subtest scores of Information 9, Arithmetic 6, and Digit 
Span 8 were quite apparently reduced by anxiety which 
interfered with memory and concentration, However, in 
view of the good understanding of everyday situations and 
the ability to use abstract concepts, these low scores point 
to a lack of application and utilization of intellectual poten- 
tial in school learning. 

It was found that Jean had a poor ability for establishing 
deep emotional relationships. Her primary way of relatin 
to others was on a sensual basis. She appeared to identify 
herself with a Hollywood stereotype of a “sexy, man-oriented 
little dame.” The immaturity of her emotional development 
was mostly apparent in direct emotional outbursts of feel- 
ings in the face of frustration. 


Outwardly Jean appeared to be an impressionable adol- 
escent who was bent on having a good time, in the imme- 
diate present, and to a degree that interfered with good 
judgment and an understanding of the consequences, 

The boldness and denial of emotional feelings was illus- 


trated by her stating, “I deserve what I get. I should have 
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had better brains not to get into trouble.” That is to say 
etting into trouble meant a miscalculation to her. . 

The clinical psychologist ended his report by saying: “It 
is estimated that her good intelligence and potential for 
interpersonal relations would make the prognosis for re- 
sponse to therapy moderate.” 

Committed to the home for girls, from where she ran 
away, the home refused to accept her upon recapture, be- 
cause of the newspaper publicity and subsequent rehashing 
of the case. She was returned to her parents who had since 
moved to another state to escape publicity. 


The Case of William, Age 17 


William was bom in California, but he did not know 
where. He attended elementary and junior high school. At 
the time of his arrest he was in the ninth grade. 

His father owned and operated a trailer park and a re- 
pair shop. William stated that his father had epileptic seiz- 
ures every once in a while. His mother was a housewife 
and attended church regularly, 

William was a Cub Scout when he was nine years old and 
a Boy Scout when he was 12, He remained in the Boy Scouts 
for one year, receiving a merit badge in firemanship. 

His hobby was radio and for this purpose he had a 30 
foot house trailer in which, he said, there was $3000 worth 
of equipment. 

He was very interested 
he was twelve or thirtee 
couldn't get alo 

William sta 


in his religion, Pentecostal, until 


i n. He lost interest because he 
ng with the other church kids. 


ted that a 15 year old neighborhood girl was 
this reason and be- 


and was to appear in court he ran aw 
in this case, 


Tn Mexico he married Jean, however it is doubtful if the 
marriage was valid. He 


said that - 
dere he at he had had sexual rela 
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Clinical Report 


Williams responses to the W.1.S.C. indicated that he 
possessed “superior” intellectual ability. The Performance 
Scale I.Q. of 125 should be considered more representative 
of his ability than the Verbal Scale Score of 94, or the Full 
Scale Score of 109. The discrepancy between the Verbal 
and Performance I.Q. may be attributed to a less than satis- 
factory personal adjustment. 

Vocabulary responses were above average, while the Digit 
Sub-Test Scales Score deviated markedly from other sub- 
test scores, suggesting the presence of anxiety. 

The most outstanding Rorschach response was in the 
absence of sufficient ego development. He was capable of 
acting irresponsible without any real ego participation. A 
vast discrepancy appeared between his level of aspiration 
and his ability to realize his goals. This was not due to intel- 
lectual deficiency, but because of his inadequate personal 
adjustment. 

William may be understood as a boy who depended 
largely upon external appearances for respect and status. 
He exhibited a facade of strength, adult characteristics, and 
masculinity covering inner fears, insecurity and anxiety. 
He was nearly overwhelmed by inferiority feelings and 
could not form a mature adjustment. 

In relationship to the crime, he had only minimal dis- 
comfort and not real feelings of regret or guilt. With a 
smile he was able to report that since the shooting his ap- 
petite had increased, and that he had been sleeping better. 
The consequences of his behavior were only intellectualized 
by him, but not emotionally experienced. 


The Case of Tom, Age 16 


Tom was born in Arkansas. He lived there until he was 
five years old. His father and mother were divorced when 
he was two. His mother went to Little Rock to work as a 


waitress and Tom was cared for by his maternal grand- 
mother. 
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When he was five years old his grandmother died and his 
mother took Tom and a younger brother and placed them 
in a boarding home which was supported by the Com- 
munity Chest Project. While Tom was there his mother 
married again to a man who had worked the past six vears 
as a bag machine operator. The stepfather had been married 
two previous times and had a 19 year old daughter. At the 
time of the trial he could not remember either her name 
or where she was living. 

Two months after this marriage the mother and step- 
father took the boys and kept them for about nine months. 
At the end of that time the mother had to have an operation 
and so the boys were again put in a boarding home. There 
they stayed for eight months, until the family moved to 
California. Tom was eight years old at that time. 

In California the family lived in five different rented 
homes, all in the same vicinity. Tom went to high school 
until he was expelled for smoking on the school grounds, 

Tom was active in Cub Scouts for three years, until the 
age of 11. This and membership in a church between the 
age of 8 and 14 and membership in a teenage dance club, 
constituted his only social life. His ambitions included þe- 
coming a minister or lawyer. 

The younger brother had never been 


in trouble and ac- 
cording to his parents had never been a 


problem at home. 


Clinical Report 


Tom had an excel 
LQ. of 120, and probabl 


re were gaps in data and insight, both mother 
and step-father appeared to have had poor childhood pre- 
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paration for marriage and parenthood. Because of this fact, 
home life was disorganized (heavy drinking, property 
destruction, poor housekeeping). And Tom was not appre- 
ciated or understood by either parent. 

He tells of a time when to surprise his parents he cleaned 
the entire house from top to bottom; they did not even 
notice it and by the next day it was again disordered. 

From this home life developed a gradual affectional and 
emotional gap between the boy and his parents until today 
nothing is left. There is, for example, no home sickness or 
interest in returning home. He talks of his step-father with 
less than indifference. “I love only my mother and God,” 
he says. 

Test data and other statements suggest a confused and 
warped perception of both his mother and of all women. 
He can give no evidence of any remaining ability to love 
anyone in any positive, mature way. 

Psychologically one can see strong neurotic conflicts, 
anxiety, gross immaturity, strong and painful feelings of in- 
feriority, and essentially passive orientation, plus impulsive- 
ness and aggression. 

The psychologist concluded by stating: “Tom appears to 
require highly specialized and long-term institutional care. 
If ideal correctional (therapeutic) conditions were available, 
there remains the important question of whether or not suf. 
ficient leverage remains. His remaining ability to identify 
with human values and feelings is most questionable. Out- 
patient therapy under strict probational basis I feel doesn’t 
have a chance.” 


Tom was transferred from the Juvenile Court to Adult 


= and subsequently sent to the State Penitentiary for 
ife. 


The Case of James, Age 16 
James was born in Los Angeles, California. His natural 


father left home before he was born and his whereabouts 
were unknown. 
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His first step-father and his mother were married when 
James was three. This marriage lasted only a year and a 
half, during which time a brother was born. 

The marriage to his present stepfather, a truck driver who 
is seldom home, immediately followed the second divorce. 
His mother was also employed and away from home most 
of the time. 

When James was twelve years old his family moved to a 
Midwestern state. While there he was placed in a reforma- 
tory for boys because of excessive truancy. He was in this 
reformatory for about six and a half months and was 
confirmed while there in the Episcopal religion. 

His schooling was up to the senior high level. He did not 


belong to any clubs or organizations except a teen age 
dance club where he went to learn to dance. 


Clinical Report 


James had feelings which were strong, immature, and 
poorly controlled. In the center of these were painful echoes 
of being unsupported, let down by parents, and of a slow 


build up of anger, a type of slow burn that rather suddenly 
becomes too big to handle. His problem 


was basically 

neurotic. 
As far as the crime was concerned he appeared less re- 
mote, less lacking in ability to identify than did Tom and 
yet still more vulnerable to being hurt and upset. He 


dreamed of only being left alone and sat in his cell with 
little concern or remorse. 


The effect of the famil 
father, a truck driver was sel 


ing fun of the boy’s girl frie 
about them, and by endless criticisms of his boy friends. 

His mother’s relations with her son were even more com- 
plex. On the surface she blindly took his side, spoiled him 
or as James put it, “I can pull the wool over her eyes.” 
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Close observation suggested a mother who did not under- 
stand her son and who reacted to him only in a shallow 
and inadequate way. 

Because on the surface she was all attending, all loving, 
James had fewer outlets for expressing what actually was 
being felt. His feelings towards his mother seemed to have 
funneled outward so that he expressed hate towards wo- 
men in general and had done poorly on the romantic level. 

The psychologist ended by saying: “Without extensive 
institutional treatment I suspect this boy will continue to be 
blunt and to flatten affectively. Fires of conflict may cool 
but so also will remaining abilities to re-establish identifica- 
tions, a new superego.” And: “The youngster had good men- 
tal ability (1.Q. 116)” however he “is far from ready at 
present to again mix with his world.” 


The Case of Donald, Age 15 


Donald was born out of wedlock to his mother and a man 
later killed in action in Germany during the Second World 
War. 

The boy was raised by the maternal grandmother in an 
Eastern state. His mother married and then got a divorce 
after three years. When Donald was eight his mother again 
married and after three years took Donald to live with her- 
self and his stepfather. There were two sisters from this 
marriage. This stepfather died of a heart attack about a 
year before this crime was committed. 

The family moved twelve times within D 
staying less than a year in each place. His 
monthly Social Security payments. 


onald’s 15 years, 
mother lived on 


Clinical Report 


Donald possessed from hi 
tellectual resources. On the 
the Performance Scale of I. 
Full Scale 1.Q. 101. 


gh average to bright average in- 
W.LS.C. he received a score on 
Q. 106, Verbal Scale LQ. 96, and 


185 


In the W.R.R. (Wide Range Reading) his present grade 
was 9.5 and a Reading Grade Level Placement Score of 3.4 
(3.4 represented a severe retardation of 6.1 grades). 

During the clinical interview Donald was highly motivated 
to succeed, and exerted considerable effort to make a fav- 
orable impression on the examiner. At times he behaved so 
impulsively, in order to beat the time limits of the various 
sub-tests, that he failed, when with increased caution he 
likely could have succeeded. 

Rorschach responses indicated that he was capable of 
thinking along conventional lines. A drop in form level from 
time to time suggested some weakness in reality ties. He 
was unable to experience really effective interpersonal re- 
lations. His relationships with parents and surrogates was 
extremely poor. He had not received sufficient understand- 
ing and affection from his parents and because of this felt 
rejected and thus developed considerable resentment. Pri- 
marily, these resentments were directed toward his mother. 

The psychologist concluded by stating that “. . . he has 
not been damaged beyond repair, and exhibits considerable 
potential as a useful citizen,” 

For this reason he was sent to an Industrial Home for 
boys, the only one of the four boys who was not remanded to 
the Adult Court and then sent to a state prison. 
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Chapter XI 


THE SEXUAL OFFENDER 


The mind of the sexual criminal is a complex one. His 
crime is a type of sexual behavior characterized by socially 
prohibited aggressiveness, and lack of regard for the un- 
willing participant. It is compulsive and irresistible in na- 
ture. It is committed under the influence of a strong and 
overwhelming urge. 

The sexual criminal is a pervert, whose offense may be 
legal when no other person is involved against his will 
(homosexuality, sado-masochism, etc.), or illegal when 
socially prohibited (incest, pedophilia, etc. ). Sociologically, 
sexual offenses go beyond the barriers of race, class, culture, 
or social position. 

There is no direct relationship between sexual criminal 
activity and nonsexual criminal activity. An individual sexual 
offender is not often involved in other types of criminal 
activity; the nonsexual criminal is not very likely to be in- 
volved in sexual offenses. There are, however, instances, 
where both types do occur. 

The sexual offender is very rarely sorry for his victim, 
His regrets, if any, pertain to himself, to what may happen 
to him if he is apprehended. However, these regrets are not 
sufficiently strong to act as a deterrent to repetitions of his 
sexual crime. The sexual offense is not a substitute for nor- 
mal sexual intercourse, for many sexual criminals 
sexual relations at regular intervals. 

Dr. Bernard C. Glueck arrives at the following conclu- 
sions: Sexual offenders are of average intelligence, Many 
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have 


have definite physical deformities. Quite a few show marked 
social awkwardness, stemming from their withdrawn, iso- 
lated patterns. 

Many sexual offenders have the ability to hide ideas and 
experiences which they have learned are not acceptable to 
their families or friends. Distortions in their perceptions by 
reality may be very subtle. It is the initial perceptive distor- 
tions, magnified and further altered by disturbances of 
mood and affect, that may, in some instances lead to the 
antisocial sexual act. Their capacity for object relationships 
is disturbed, largely as the result of incapacitating inhibitions 
and fears over establishing emotional contact with others. 
These disturbances result in an infantile type of behavior to- 
ward libidinal objects. 

Frequently, the sexual offender is not a sexual fiend, moti- 
vated by an uncontrollable need for gratification. He is satis- 
fying some other need while performing the aberrant sexual 
act such as retaliating for the trauma experienced with a 
hostile, rejecting, or castrating mother or wife. His lack of 
integration, extending to chaotic confusion, is based pri- 
marily on the intense sexual years generated by traumatic 
childhood sexual experiences, i 

In a study of sexual offenders, conducted under the direc- 
tion of the Commissioner of Mental Hygiene of New York 
State, the following facts were elicited. 

1l. Mental Disorde 
suffered from some 


i disorder, there is no known mental dis- 
order that predisposes the commission of sexual crimes. 


: 2. a in Childhood: Almost all the men had his- 
onies of unusually unfavorable chi i ¥ 
ra ee e childhoods with severe emo 


oe Hostility: There was an overwhelming amount of hos- 
i 


y in all the sexual offenders, which often expressed it- 
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self as extreme brutality (sadism) in their criminal acts. 
This hostility appeared to be directly related to the hos- 


tility or neglect to which they had been subjected as chil- 
dren. 


4. Resentment Against Authority: Most of the sexual 
offenders displayed, to a potentially or actually dangerous 
degree, a hatred and resentment against authority. This 
could be explained as a carry-over from earlier unexpressed 
resentment and hostility against parental authority. 


5. Alcoholism: The excessive alcoholic consumption so 
often found among sexual offenders is a means of release 
from intense anxiety and a vicarious gratification of other 
deeper needs, 

Abnormal brain function certainly plays a considerable 
role in the etiology of the criminal sexual psychopath. 
However, other factors are also of great importance. Endo- 
crinology, psychology, heredity, and environment are also 
involved. 

In the main, psychopathology of sexual perversions con- 
sists of faulty psycho-sexual development—“fixation” at an 
infantile or childhood level, or persistence in infantile atti- 
tudes, resulting in an inability to attain mature sexual atti- 
tudes later in life. 

The sexual impulse is one of the two primary drives of the 
human being. Had it been less compelling, the human race 
could not have survived the rigors to which it has been 
subjected during the course of its development. But today, 
under conditions far different, the impulse needs to be con- 
trolled in the interest of social welfare. In modern man 
it has been estimated, the sexual impulse is four times as 
strong as it need be to perpetuate the race. Such control 
is much more difficult in a society of clashing cultures, dis- 
integrating codes, and uncertain sanctions. 


Voyeurism 


Voyeurism is an excessive desire to look at 


genitals, sex 
acts, etc. for sexual stimulus. Voyeurism as esse: 


ntially a sym- 
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bolic activity represents a search for the unattainable. The 
voyeur can never reach his forbidden goal, and for this rea- 
son he is constantly driven to repeat his offense. 

This exaggerated interest in looking or observing is ac- 
companied by sensations of excitement of a sexual nature. 
The voyeur derives great sensation by merely looking . . . at 
the genitals, as well as various forms of sexual contact rang- 
ing from casual lovemaking to sexual relations, He very 
seldom molests his victim actively. His interest is a passive 
one. He likes to watch, and he is sexually aroused merely by 
watching. 

Voyeurism is a substitute for the normal sexual act. The 
great majority of voyeurs are men. The reason for this is 
not quite clear. However, the suggestion has been made 
that the male is capable of greater sexual stimulation visually 
than the female. Many voyeurs are sexually impotent. 

There are several varieties of voyeurism. Some obtain 
sexual satisfaction by watching special parts of the body, 
such as the breasts or buttocks, Others like to watch a per- 
son disrobe to a certain point. Still others derive satisfaction 


by watching sexual activity in some form. It is the opinion 
of some authorities that the e 


ye of the voyeur corresponds 

to an erotogenic zone. 
Voyeurism becomes an offense o 
served does not wish to be obse 


6 » Bives the voyeur gratification. Even a fleetin 
glimpse of a woman undressin R a 


lation than watching a strip 


active and dangerous. The following is a case in point. 
A middle-aged man had led a normal sexual life as far 
as could be ascertained until his wife died. He lived then 
with his grown-up daughter and induced her to bring men 
home for sexual relations so that he could observe them. 
He obtained great satisfaction by merely watching the act. 
During this time he would identify himself in fantasy with 
one of the two partners or even with both. 

Another case is that of a voyeur who obtained gratifica- 
tion only under the condition that a man and a woman have 
intercourse in an adjacent room. He would then begin to 
weep, and the woman would have to leave her partner and 
rush to him. It is surmised that this represented the wish 
that remained unfulfilled when as a child he witnessed his 
parents having sexual intercourse. 

Voyeurism is an eroticized expression of curiosity. A col- 
lege student, looking through a fifth-story window, observed 
some women undressing. He repeatedly scaled the side of 
the building to look in on them and was finally caught. 
Psychiatric evaluation in his case revealed that voyeurism 
was his only vice; it was a “lust of the eye.” 

What are the psychodynamics of voy 
cal inquiry has revealed’ some very int 
this form of sexual deviation. Tenden 
philia, are quite normal exp 
ing the early stages of sexu 
stages of sexual developme 
expressions are different than those in ] 


r to say, they are 
quire another person, but 


oun 
biting, touching, rubbing and 


sexual forms of 
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curiosity and inquisitiveness. The urge to observe has not 
been integrated for useful purposes, but has retained its 
original erotic character. The voyeur was often encouraged 
by sexual interest in a member of his own family. 

In this connection, psychoanalysis interprets voyeurism 
as a wish to deny castration. Dr. Otto Fenichel states: “The 
experience of childhood on which the voyeurs are fixated, 
as a rule resembles the primal scene (watching sexual inter- 
course of the parents). The influence of fixations of such a 
nature is most clearly seen in those cases in which gratifica- 
tion is obtained only if the sexual scene which they wish to 
witness is subject to certain definite conditions; these con- 
ditions represent either a repetition of the child-hood ex- 
periences which are the foundations of their perversion, or 


attempts to deny the absence of a penis in women.” In 
other words, the man is sexuall 


y stimulated by viewing a 
scene which gave him his first sexual stimulation (sex rela- 


tions of his parents), and he constantly desires to see repeti- 
tions of this first, emotionally-laden experience, He has be- 
come anchored to this form of sexual expression. The other 
explanation, according to psychoanalytic doctrine, is that he 
must watch the woman’s sexual organs in order to satisfy 


himself constantly of the absence of the penis, in order 
to avoid his fear of castration, 


In summary, 
from looking at 
This leaders > g the sexual act. 


Exhibitionism 


Exhibitionism is defined as the ex 
: ue) ots 
of his genital organs or other patis. of. his ae ea cnn 
wilfully, and indecently, iii 
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The exhibitionist obtains sexual satisfaction most fre- 
quently, by exposing his genitals to women, and children. 
The exposure of the genitals is usually accompanied by sug- 
gestive gestures, frequently with self-gratification. Exhibi- 
tionists may be psychopathic personalities, psychotic, psy- 
choneurotics, mental defectives, subnormals, and alcoholics. 

A woman, looking out a window in a city block, noticed 
a well-dressed young man walking down the other side of 
the street. He glanced up, put down his bundles, and imme- 
diately exposed his genitalia. He sat there until she had 
time to call the police, who arrested him. He was found to 
be thirty years old, a college graduate with an A.B. degree, 
married, with one child. There had been no sexual inter- 
course during his wife’s pregnancy or since, a period of ten 
months. He stated that for about six months he had been 
experiencing this impulse to expose himself. At times he 
walked along the streets with his penis exposed, but this 
was his really first successful attempt. He had no erection 
and no orgasm, but got a thrill out of the experience. 

A successful young business man of twenty-eight, riding 
along in his car, saw a woman with a child of twelve on 
the sidewalk, he pulled over to the curb, called the child 
over to the car, and exposed his penis. The child screamed 
and ran to her aunt, who immediately got his license num- 
ber. This was within fifty feet of the man’s place of business, 
He was promptly arrested and told the same story. He had 
had no erection and no orgasm. The act was pleasurable, 
exciting, and thrilling, and appears to have been an end in 
itself. 

Complaints were made about an individual on a street- 
car, who would sit beside a woman, hold a newspaper up 
in front of him, nudge the woman, and when she looked, 
expose his penis. There was no erection and no orgasm. 
He was ultimately arrested and was found to be a deaf and 
dumb mute of about forty, who had had practically no sex 
experience. A short time before his arrest he had had this 
impulse, had gratified it, and then had done the same thing 
almost every night. 
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Most exhibitionists are unable to advance any reason for 
their actions beyond their need to follow a blind impulse, so 
strong as to be beyond their control. Some feel their exhibi- 
tionism is a complex equivalent of ordinary sexual enjoy- 
ment in the victim or that she will respond by exposing her 
own genitals. Others are satisfied by merely having their 
genitals looked at. In any case, the act brings great relief 
from tremendous tension. 

Strange as it may seem, the exhibitionist usually comes 
from a family with puritanical and excessively proper atti- 
tudes toward sexual matters. Quite often the exhibitionist 
himself is deeply imbued with puritanical ideas with re- 
gard to sex. Most offenders are not aggressive; on the con- 
trary, they tend to be shy and rather timid. Frequently, 
they have a history of having been ideal children, Numerous 
constitutional and environmental factors are involved in 
exhibitionism. Organic defects play a minor part, however. 
The adolescent exhibitionist has a distorted conception of 
sexuality as a sado-masochistic experience, dating back to 
first impressions of childhood. 

_ Exhibitionists often suffer from feelings of inferiority and 
inadequacy. A strong and domineering father perpetuates 
feelings of weakness and impotence. The exhibitionist feels 
an urgent need to demonstrate his masc 
cases there is a hi 


gratification is their usual sexual outlet. Nor is self-gratifica- 
tion satisfying unless it involves genital exposure. Very often 
the individual struggles against the overwhelming desire to 
expose himself. The ensuing tension mounts and is relieved 
only by yielding to the impulse. 

The relief-producing effects of the indecent exposure 
last for only a short time. The individual is then often 
overcome with feelings of remorse and guilt, particularly 
if he has succeeded in indulging in self-gratification to the 
point of ejaculation. 

Reassurance against castration appears to be at the root 
of the impulse to allay the castration anxiety aroused by 
ordinary self-gratification, which may explain why so many 
exhibitionists report that self-gratification is not satisfying, 
unless it is performed in the presence of a witness of the 
Opposite sex. The selection of a little girl, as is often the 
case, proves that the exhibitionist is timid as well as in- 
adequate, for a woman would not be very much impressed. 
The exhibitionist must reassure himself about his mascu- 
linity. Thus he looks for some positive reaction to his geni- 
tals from his victims. He must “get a rise out of her,” 
“make her sit up and take notice.” Quite often they are 
disappointed if this is not accomplished. 

Authorities have pointed out that many exhibitionists be- 
gin their “careers” because of some punishment inflicted in 
childhood in connection with self-gratification, 
spanking, threats of castration, circumcision, ete. Other in- 
teresting facts in connection with exhibitionism are: There 
is a definite rise in the number of cases of indecent exposure 
during the months of April, May, June, and throughout the 
summer months. This indicates that indecent exposure is 
primarily out-of-doors activity. Most exhibitionists are in 
their early twenties. Usually, the exhibitionist is not guilty 
of any other type of sexual offense. He is neither as aggres- 
sive as other types of sex offen 


i ders nor as dangerous. Alco- 
hol is seldom a cause of indecent exposure; nor are narcotics. 
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such as 


Fetishism 


The term “Fetishism” was coined by the French psycholo- 
gist, Alfred Binet, to denote a form of sexual deviation in 
which the individual forms a sexual attachment to an object. 
In this paraphilia the sexual partner is dispensed with, and 
the person gratifies himself onanistically with the aid of 
a symbol. The symbol may be an article of clothing, such 
as a shoe, a stocking, furs, underclothing, or parts of the 
human body, such as the hair, the hand, the foot, etc. 
Sexual gratification can be obtained only by the sight of, 
contact with, or possession of some object which belongs 
to the body or person of another, usually of the opposite sex. 


Fetishism is never encountered among women. 


A teacher of fifty married a single woman of thirty-six. 
Their love affair w r 


as a mild one; in fact, up to the time of 
their marriage there had never been any expression of sex 
interest on the part of either one. After they were married 
the husband appeared to be relatively impotent. His wife 
soon found that he had a mysterious closet which he kept 
locked and about which he was very secretive. One day 
she obtained the key, opened it, and found a large number 
of women’s shoes and old corsets, There was also an old- 


cot yon en ening up corsets tight, which he 
r manipulation, His lif i a 
old shoes and old corsets, iia eng 


Fetishism has been a sub 


possesses a certain stature (tall, dark, 
r, blue eyes, a peaches 
a deep resonant voice, a 
» Or mannerisms (th g 
son walks, or holds his head rerep 


xion), voice ( 


ei associated with early childhood 


impressions. A Fetishism becomes abnormal when the fetish, 
rather than the person, becomes the sexual object. That is, 
when the nonsexual object becomes so important sexually 
that normal sexual aims are entirely forgotten. To the fetish- 
ist the sexual partner is often incidental to the particular 
part of the body or body substitute, which is sexually 
stimulating. 

Fetishistic activity is often practiced as a ritual, with 
costuming, masking, posturing, chaining, shackling, bind- 
ing, flagellation, etc. There are cases where sexual inter- 
course is possible in the absence of the fetish, but such 
coitus is forced and incomplete. It is often, if not invari- 
ably, accompanied by fetishistic fantasies. Under these 
conditions satisfaction is usually absent, or at best, only par- 
tial. It is interesting to note that the fetishist usually prefers 
self-gratification with or by means of a fetish to normal 
sexual relations. The fetishist is a sadist, and he must 
punish himself for his cruel fantasies and attitudes. 

What sort of individual is the fetishist? Most of them are 
passive persons who use passive means to obtain their 
fetishes. Others are aggressive and sadistic and much more 
dangerous. Fetishism may be complicated by theft. Some 
fetishists commit bodily assault to obtain their fetish; the 
most dangerous have been known to commit murder to get 
possession of their fetishes. 

Many fetishists are abnormal mentally and emotionally. 
Their satisfaction may depend on the performance of a cer- 
tain ritual, such as those mentioned earlier, which may be 
weird and harmful. While some experience fantasies which 
are bloodthirsty, there are also fetishists who are less dan- 
gerous. These individuals have criminal tendencies without 
the drive and courage to carry out their impulses. Their 
method is to symbolize and substitute rather than execute 
their underlying desires and cravings. 

Like the homosexual, the fetishist is always attempting to 
escape from women. When he cannot do so, he belittles 
them. When he has succeeded in deprecating his mate, he 
can then consider her of no importance in his sexual life. 
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The fear of the sexual partner plays an important role at 
all times. 

Like all other sexual deviations, fetishism begins in 
childhood. In many instances it is traceable to a flight from 
incest. The fetishist has not only renounced women but all 
human anatomy. Many fetishists are impotent, and they at- 
tempt to attain sexual satisfaction by fondling a fetish be- 
cause normal and accepted ways of obtaining sexual gratifi- 
cation are impossible or are not available. 

There are many variations of fetishism. Coherent fetishism 
is an abnormal attraction to objects and materials which are 
not donned or thrown over the body as clothing, but are 
brought into intimate contact with some surface of the body. 
The skin seems to act as the genital organ. Acoustic fetish- 
ism is the satisfaction obtained from listening to smutty sex 
stories. Many compulsive tellers of off-color stories are oral 
fetishists. In many instances, telling these is their sole sexual 
outlet. The homicidal fetishist is the most dangerous of all. 
One such case was that of a man who obtained sexual satis- 
faction from collecting, making, and playing with knives 
and from sadistic fantasies in which he made imaginary 


attacks on girls. Later he began to make actual attacks and 
these culminated in murdering one of his victims, 
To some extent fetishis: 


m is determined by clothi 
fashions, which at various t +a A tia dest 


legs, buttocks, breasts, an 
retifism. Hair sni 


ll t 
fondles the garment, High. heeled, s A podir odors as he 
gloves, are also c 


In summary, the fetishist i 
sexual aims for 


tremely dangerous, according to his motivations and the 
strength of his sexual drive. 


Sado-Masochism 


The sadist obtains sexual satisfaction by inflicting pain. 
He does not desire to be cruel for the sake of cruelty, but 
indulges in his sadistic actions to arouse within himself a 
special sexual feeling. Often the sadist is an undersexed 
individual who must inflict pain to experience sexual satis- 
faction. 

Sadists are found in both sexes; although perhaps more of 
them are men, due to the fact that during the sexual act 
the man is more aggressive. However, women sadists are 
just as perverse and dangerous—sometimes more so. Nor is 
sadism confined to heterosexual activity; it is often associa- 
ted with homosexual tendencies. 

Influences leading to the development of sadism are often 
difficult to determine. Many different factors are involved. 
Some children learn early that violent emotions are more 
likely to provide greater satisfaction than moderate emo- 
tions; they tend to be aggressive in everything they do. They 
are interested in violent sports, football, boxing, etc., and 
this love of violence often extends to their sexual life. Some 
sadists gained the impression early in life that the sexual 
act is a violent attack by the man on the woman (Freud), 
Diseases of the nervous system may be the chief cause of 
sadism. Also, quite often impotence or frigidity may cause 
indulgence in sadistic activity in order to arouse weakened 
sexual feeling. Sadistic acts vary greatly and include murder, 
attempted murder, wounding and lesser bodily injuries, as 
well as sexual assault, damage to property by cutting and 
slashing, ink-splashing, and the like. 

The most dangerous sadists are those who murder their 
victims. A less aggressive type of sadist may stab a girl with 
a pen-knife or needle as he passes her in the street, or 
strike at her with a stick. The dress slashers and dress de- 
filers belong to this group. Still another type of sadism is 
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closely related to pyromania. Such individuals derive sexual 
satisfaction by setting fires and watching the resulting flames. 

A sadist may indulge in his abnormality only in fantasy. 
Others cut the throats of women in photographs; still others 
steal shoes and other articles of clothing, which they tear, 
slash, burn in order to attain a sexual climax. 

Another dangerous type of sadist inflicts cruelty on ani- 
mals—cattle, horses, sheep, cats, dogs, etc. from which they 
derive great sexual excitement, This may be attributed 
to an early sex experience in which the child obtained 
sexual gratification by torturing an animal or inflicting pain 
on a playmate. This may have left such an impression that 
sadistic sexual activities are chosen rather than normal ones. 
Sadism may also be practiced with inanimate objects, such 
as clothing, books, furniture and other objects with full 
effect. 

When associated with mental disease sadism is usually 
uncontrollable. The sadist may be sexually deficient; may 


; may be homosexual, heterosex- 


er the delay, the greater the 


z olence, the more likely is the 
act to be associated wtih mental disease. 


is of sadism, the desire to suf- 
fer rather than inflict pain f é 
j r i bordes ~ P l or sexual purposes. It can be 
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The sexual masochist rare] 
an e 


his sexual perversions. He attains an orgasm by being tor- 
mented, either physically, mentally, or emotionally. 

Since the wish to be hurt is closely related to the wish to 
hurt, it is not surprising to find that there is a certain 
amount of sadism to be found in masochists, and vice versa. 
In fact sado-masochism is more common than either pure 
sadism or pure masochism. 

Dr. Otto Fenichel believes masochism may be attributed 
to the subject’s belief that since all sensations in the human 
body may be the source of sexual excitement, the sensation 
of pain may also be pleasurable. He states: “The pain 
must not be too intense and must not be too serious. If 
the pain becomes too intense, the displeasure outweighs 
the erogenous stimulation and pleasure ceases.” 

There is no wholehearted agreement among authorities as 
to whether masochism is a normal manifestation. In “The 
Sexual Impulse” Havelock Ellis states: “In men it is possible 
to trace a tendency to inflict pain, or the simulacrum of pain 
on the woman they love. It is still easier to trace in women 
a delight in experiencing physical pain when it is inflicted 
by a lover, and an eagerness to accept subjection to his will. 
Such a tendency is certainly normal.” 

In the life history of many masochists we find an unhap- 
py childhood. There may have been beatings, whippings, 
and other forms of physical punishment; there may have 
been mental and emotional humiliation and degradation. 
In many cases when the sexual instinct became fully de- 
veloped it was discovered that being whipped or degraded 
brought sexual pleasure and gratification. As time went on 
this attitude became fully developed and firmly fixed in 
the person’s mind; it became an essential part of his emo- 
tional life. 

Physical pain and punishment are not the only sources 
of sexual satisfaction for the masochist. Humiliation and 
degradation, without physical pain, also bring sexual satis- 
faction. A married man stated that during sexual relations 
with his wife, she would beg him to speak to her in a filthy 
and obscene manner. The greater the obscenity uttered 
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during the act, the greater her sexual enjoyment. Maso- 
chism may influence selection for love and marriage. For 
example, a girl may tend to choose a man who is beneath 
her in order to degrade herself. 

Masochism is less conspicuous than sadism but more 
widespread. It is termed a perversion when physical or men- 
tal pain are indispensable for the stimulation of sexual 
desire and gratification. When a tendency toward maso- 
chism threatens to become a serious obstacle in life or in 
human relations, the problem requires serious attention. 


Homosexuality 

The homosexual has been recognized since the dawn of 
recorded history and a great deal has been written about 
him. Yet only rather recently have we been able to under- 
stand the etiology of homosexuality, 


_ The homosexual is basically endowed with sexual de- 
sires which are directed, who. 


ll i f 
bers of his or her sex. Furth AAi the Ween p 


feminine activities; shuns the company of other boys; he 
likes to play with girls and he likes to play girls’ games; he 
is definitely a “sissy.” Many homosexuals develop an ab- 
normal attachment to their mothers and spend most of their 
time indoors. When they reach adolescence they tend to 
associate more with women than with men, and this con- 
tinues for the rest of their lives. Unlike men with hetero- 
sexual desires, homosexuals fail to experience any embarrass- 
ment when in the company of women during their early 
years. In fact, they feel much more at home with them. 
When he reaches puberty the homosexual becomes aware of 
the fact that he is different from other boys. Quite often 
he seeks out, unconsciously, others of his own sex who are 
also inclined along homosexual lines. They seem to know 
each other, almost by instinct. Mutual masturbation, fellatio, 
or pederasty is often practiced at this time. 

However, it is not true that early expressions of homo- 
sexuality always occur. These manifestations may take place 
later in life in individuals who have been latent homosexuals 
or among sexually perverted individuals. Dr. Oscar Diethelm 
States: “In many who indulge in a transient homosexual 
episode, this remains a mere incident in their lives. In those, 
however, who are developmentally predisposed, it leads to 
permanent homosexuality.” 

The constitutional homosexual has a predominance of fe- 
male characteristics. His manner, appearance, temperament, 
and interests are effeminate. He has a definite delicacy of 
speech and bodily movement and quite often a high-pitched 
voice. Dr. Eugen Bleuler states: “There is an inclination 
towards the feminine in all possible spheres; in work, decora- 
tion (preferably for feminine attire), in taste, thinking, in 
mimicry, and in gait; in the entire behavior of a large num- 
ber of turnings, it is something common to see a slight in- 
dication of the feminine up to a complete imitation of the 
woman. The man with a slightly developed beard, high- 
pitched voice or broad pelvis and virago, are relatively 
more common among homosexuals than among those of 
normal sexuality.” 
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Other authorities have also noted that the homosexual has 
certain physical characteristics that are quite marked. Drs. 
Henry and Galbraith have noted that homosexuals have a 
feminine carrying angle of the arm, long legs, deficient hair 
growth on their face, small penis and testicles, and an excess 
of fat on the shoulders, buttocks, and abdomen. 

From a great many studies, physical, psychological, ana- 
tomical, and chemical we hay 


picture of the personality of the constitutional homosexual. 
It has been found that he is usuall 


hospital corpsmen and chaplain assistants, 
In his emotional life the homosexua 


woman; she is mannish in appearance, with a mannish walk 
and narrow pelvis, 


Some homosexuals are seemingly bj i 
have some slight degree of cmingly bisexual, that is, they 


be generated by leadi 
He requires Psychiatric care Sanit 
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Chapter XII 


DRUG ADDICTION 


The effect of drugs on behavior has been the subject of 
many studies for some time and occupies large space in 
our professional literature. This may be some indication of 
the importance of the problem in our society today. 

The Federal Statutes define a drug addict as a person who 
“habitually uses any habit forming narcotic drug as defined 

- So as to endanger the public morals, health, safety, or 
welfare is or has been so far addicted to the use of such 
habit-forming drugs so as to have lost the power of self con- 
trol with reference to his addiction.”? 

Addiction must also employ a real conscious urge to use 
narcotics in order to achieve the user’s goals. Thus the user 
knows the drugs, its forms, and its effects upon him. With- 
out these three there would be no habituation to the drug. 

It is impossible to know the real extent of drug users in 
the country today since the only record we have is of those 
caught by the police. According to estimates of the Federal 
Bureau of Narcotics, there were, in 1951, about 50,000 to 
60,000 addicts in the United States.” Many estimates are 
higher than this. One study, using the number of arrests by 
the New York City Police Department, estimated that there 
were 90,000 addicts in New York City alone.’ 

One out of every nine users in the country is a woman, 
and over 48 per cent of the users are under twenty-five 
years old. Whereas about a fourth of these arrested for 
crimes in general are Negroes, the ratio in drug arrests is 
even higher. One author feels, however, that this is not due 
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to their using the drug more than average but that they are 
not protected as much as other users. Hence the noticeable 
increase in Negro arrests for drug addiction.‘ 

The main drugs in use today, as far criminal addiction is 
concerned, are opium and its derivatives (which include 
morphine, heroin, and codeine), cocaine, marijuana and 
some of the barbiturates. 

Although many of these drugs are depressants they re- 
lease inhibitions which can and do give vent to antisocial 
behavior. Marijuana, which is one of the most widely used 
forms of addiction in this country, is taken by inhaling the 
smoke of cigarettes especially prepared by the addict and 
called “reefers.” 

Morphine, a white powder which is derived from opium 
ranks highest in usage, and heroin is second. These are taken 
by injections subcutaneously or by “main line” injections, 
directly into the vein, 

The heroin or morphine addict bec 
the drug after some length of usa 
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With respect to education and intelligence, persons ad- 
dicted to the use of drugs range about the same as the 
general population. 

A great amount of attention has been given to the rela- 
tion of mental abnormalities and drug addiction. Generally 
speaking it has been found that drug addicts tend to be 
psychopathic, neurotic or otherwise inadequate personalities. 

Four categories of present day disorders are considered 
basic to addiction: (1) medical addicts—in this group would 
be included those individuals introduced to drugs through 
the course of medical treatment. However, because of their 
emotional problems they continue to use the drugs long 
after medical treatment had been discontinued. (2) Psycho- 
neurotic individuals who become addicted to the use of 
drugs in an effort to escape their problems and relieve their 
anxieties. (3) This group is the largest and is made up of 
the so-called psychopaths who seek the emotional state 
which the drug gives them as well as the pleasurable relief 
effects which they derive. (4) This small group consists of 
psychotic persons seeking to escape the difficulties of an 
everyday life and become addicted, usually through a per- 
son already dependent upon drugs. 

There has been much conjecture on the part of psycholo- 
gists and psychiatrists on why certain people become ad- 
dicted to drugs. One might well find that there would first 
have had to be some form of mental abnormality in order to 
seek this form of “escape.” 

Walter C. Reckless in his book entitled The Crime Prob- 
lem, states that “one should be prepared for the fact that 
there is no ready explanation of drug addiction and that 
etiology of drug addiction is in an even more confused state 
than that of criminal behavior in general.” ° 

He goes on to say that some authorities such as Wolff and 
Terry contend that there are “natural” addicts who seem to 
be born with the predisposition toward the use of drugs.” 
Added to this thesis however is the statement that a pre- 
disposed individual must be subjected to circumstances 
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which would lead him to addiction. So we end up right back 
where we started. 

Regardless of the many reasons advanced by the profes- 
sions one cause for addiction seems to be clear. That is that 
the individual must have, to a greater or lesser degree, some 
form of emotional instability. Whether this is in the form of 
sociopathic, neurotic, or psychotic behavior I cannot say for 
these would be diagnoses pertaining to individual cases 
and I do not feel that a gross generalization is adequate. 

The addicts themselves generally attribute their use of 
drugs to other addicts. This response was shown in a study 


conducted in Chicago of 1068 drug users. About two-thirds 
gave the above-mentioned reason, 


Relationship Between Crime and Narcotics 


Since the 
and the various amen 
use of narcotic drugs, 


crime. Thus, one might expect the crimes for which the 
addict is arrested us 


ary, two per cent for highway 
€ per cent each for carrying con- 
consider ee ty. Two other aspects we should 

nsider here are the relation of drug addiction and other 


“bi b . 2 . 
& Dusiness” aspect of narcotics 


(2) because if the addict is caught, the police might readily 
extract a confession by merely withholding the drug. 

We should also consider the possibility that many crimi- 
nals who are now addicted used the drug long before they 
engaged in crime. It would be because of the expensive 
habit which he acquired that turned him to first petty theft 
and later grand larceny. 

Directly related with this is the “big business” opportuni- 
ties involved in the sale and importing of illegal drugs. The 
amount of profit possible can be seen from the return from 
one kilogram, which is approximately 35 ounces, of pure 86% 
heroin. This amount when purchased in Italy costs around 
$1000. Add to this the cost of smuggling it into the country 
which would run around $5000. This same kilogram once in 
the United States would be diluted with as much as 80% 
or 90% milk sugar and then yield around 20,000 capsules. 
Each capsule would sell for around two dollars. From this 
the reader can see that the profit from the original invest- 
ment is between $40,000 and $60,000. 

With such high profits as these at stake it is no wonder 
that this phase of narcotic dealing has become a well organ- 
ized syndicated process and one which offers the most re- 
sistance to the police and federal agencies. 

The following case history is an example of a man who 
had been working for some time in the transporting and 
selling of large shipments of drugs for a national illegal drug 
syndicate. 

He had been receiving large shipments of heroin from 
New York by Air Express, and had the shipments sent in 
the names of men registered in his hotel, which he and his 
wife operated in a large western city. Before the shipment 
arrived he would contact the person in whose name the 
shipment was made, and tell them that they were receiving 
a package in his name and then have the unsuspecting indi- 
vidual pick it up for him. 

As a boy this 42 year old man had not had any of the 
common mental abnormalities sometimes associated with 
drug addiction, such as guilt feelings or a desire to escape 
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his environment. His father died when he was 13 of uremic 
poisoning. He had been married twice, the first wife being 
the addict’s mother who died when the child was six. 

Between his mother’s death and the time his father re- 
married, when the child was seven, he lived with his aunt. 
After his father remarried he went to live with him and his 
stepmother. 

His past family history seemed to show 
thing he needed and he himself said that 
kind to him. He had an education up t 


wife evidently, be 
drug transporting 
line, 

As an adult he worked on an 
as a bartender. There is no doubt 


Although as is the case in many drug addicts, robbery and 
burglary did not seem to have been committed to get funds 
in order to finance his habit. 

For his part in the drug syndicate he was sentenced to ten 
years in a Federal prison. While serving this time he died 
of cancer of the throat. 


This offender had a long record going back as far as 1932. 
He was the second of three children and as far as could be 
ascertained, the only delinquent among them. The father 
who was a blacksmith was only partially literate. 

Relations in the home had always been congenial. The 
addict had gone only as far as the first grade in school and 
consequently his principal work experience had been that of 
a common laborer, truck driver, and auto painter. 

He married in 1939 to a girl who was a native of Mexico 
and who has ever since their marriage been in poor health, 
In this marriage one child had been born, and relations be- 
tween the father and mother had been poor with the mother 
living for long periods of time with her parents in another 
state. 

The chief problem of this individual was the fact that his 
low mentality made him the fall guy for other “pushers.” 
As such he was used as a “runner” to transport small quanti- 
ties of narcotics from one place to another. 

Previous to his first arrest on a n 
received a one to five year sentence 
Here again there seemed to be no 
theft of the auto and the need for 
Rather, the car was taken for the 
joy ride with some friends, 

In 1945 he received a three and one half year sentence for 
receiving and concealing narcotics. After being out of prison 
less than one year he was indicted and charged with 24 
counts of importing, concealing, and selling smoking opium. 


He was given a trial by jury and received five years in 
a Federal Prison. 


arcotics charge he had 
for grand larceny, auto. 
connection between the 
money to buy narcotics. 
pleasure of taking a wild 
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Released in 1953 for good behavior while in prison, he 
was out only 14 days before he was again arrested for selling 
a small amount of heroin. He pleaded “not guilty” and put 
up bond of $2000. He then promptly fled to Mexico. He was 
again arrested and brought back into this country to stand 
trial. At the trial he pleaded guilty to both selling the heroin 
and to jumping bail. He was found guilty and is currently 
serving a 10 year sentence in a Federal prison. 


Clinical Report 


constitutional psychopathi 


The Stanford Achievement Test results showed that the 


subject had an LQ. of 83. Because of his lack of intelligence 
it was impossible to secure a grade equivalent score. 


Unlike the last case history this man 


LQ. of 118 and rana a 


usiness consisting of a restaurant, bar, 


However, despite his 
of 34 arrests for Narcotic yj 
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company. The mother was only partially literate. Family 
relations had, to all appearances, been good. His home life, 
although on a marginal level, was one which offered the 
average opportunities for members of his class. 

He went only as far as the eighth grade in school and 
then quit because he lived too far away from the school- 
house. 

During these early years he had no record of delinquency. 

When he was 19 he married and subsequently had five 
children. He supported himself and family by working as a 
mechanic and painter. 

In 1940 he bought a small restaurant which he later 
developed into a bar, tourist cabins and restaurant. 

In 1945 he was committed to a Federal prison for two 
and a half years for receiving and concealing narcotics. Pre- 
vious to this he had served two sentences for narcotics vio- 
lations, Released in 1947 conditionally for his good record 
in the prison, he returned to his home in a large western city. 

In 1951 he was committed to serve a three year sentence 
for again violating the narcotic act, this time for conspiracy. 
He was released in 1953 six months short of his imposed 
sentence because of his good prison record. 

In 1955 he was indicted for transporting three grains of 
heroin into this country from Mexico. After pleading guilty 
to the charge he posted bail and then left the country as 
fast as he could. After some time he was apprehended by 
the authorities and returned to this country to stand trial, 
receiving a ten year sentence. 


Clinical Report 


His medical history showed that he had lost his left eye 


in an automobile accident some 25 years ago. He specifically 
denied any history of major mental illness, venereal disease 
convulsive disorders, or tuberculosis. He did admit that he 
used heroin intravenously, from 1949 to 1951, and from 1954 
to 1955. He did not, however, consider himself an addict, 
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Although this addict was the second of five siblings, he 
was the only delinquent among them. 

His psychological reports showed no sign of mental illness 
other than an antisocial attitude. The Stanford Achievement 
scores indicated an I.Q. of 118. On the Inter Partial Test, 


Form M a grade equivalent of 8.6 was reached. Prognosis 
was thought to be good. 
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GLOSSARY » 


Abreaction: The expression of 

emotion connected with a men- 
tal conflict hitherto repressed, 
but, with the help of the psycho- 
analyst, now brought into the 
conscious mind of the patient. 
The patient is aware of many 
symptoms, but he is not fully 
aware of the nature of the con- 
flict; hence emotional tensions 
are built up. The abreaction has 
been likened to the conversion 
experience of the religious con- 
vert, who feels that a great 
weight has been lifted from his 
shoulders. 

Accuracy compulsion: Pathologi- 
cal zeal even with minute de- 
tails and trivia, It is a form of 
perfectionism, and it is said to 
be a maladjustive habit whereby 
the individual seeks to escape 
from anxiety-inducing conflicts, 
Accuracy compulsives may per- 
form detailed clerical work in a 
satisfactory manner, but a slight 
upset in routine causes them 
acute distress. 

Acute hallucinosis: A condition 
where the patient hears voices, 
usually due to alcohol poisoning. 

Adaptation: Refers to the chang- 
es which an individual experi- 
ences, either as regards himself 
or as regards his relationship 
with his environment; usually 


change in one affects the other. 
When the changes are favorable 
to all concerned, the individual 
is said to be adapted. 
Affect: Affect is a broad term sub- 
suming emotion, feeling, mood 
and usually temperamental 
characteristics. Affects are more 
pervasive and enduring than 
momentary emotional states, and 
they are identical with drives 
and propensities. Their ideation- 
al contents are vague and gen- 
eralized. Labile affects are sub- 
ject to fluctuations; the condi- 
tion of hypothemia refers to 
shallow affects; parathymia de- 
notes the incongruous affects of 
schizophrenics, who may jest 
about tragic events or weep 
when they are happy. Com- 
plaints of affective disturbances 
are common when a psychosis 
develops, 
Affect displacement: Freud's term 
to denote an affect which be- 
comes attached to a totally dif- 
ferent idea from that to which 
it originally belonged. He 
taught that’ affects are “free. 
floating” and may become at- 
tached to ideational content for 
which the 


y have inappropriate 
reference, 
Aggression: 


The forceful, attack- 
ing, either 


physical, verbal or 
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symbolic, or disappointments or 
opposition encountered in ev- 
eryday like. Considered normal 
to the extent that without its 
expression anxiety may set in. 

Agoraphobia: The dread of open 
spaces, 

Aim-inhibited: The aim of an in- 
stinct is relief of tension; in the 
sexual instinct it is the orgasm. 
The aim is said to be inhibited 
where the psyche is influenced 
by the instinct without expecta- 
tion or cognizance of its aims, 
for instance, in apparently non- 
sexual (e.g., child-parent) love 
and in the pleasure of sociability, 
particularly with one’s own sex. 

Alloerotism: A condition in 
which the main volume of the 
libido is directed toward exter- 
nal love objects, 

Ambivalence: The simultaneous 
existence of antithetic emotions, 
usually love and hatred, direct- 
ed toward the same person or 
object. One or both of these af- 
fects may be unconscious, One 
does not necessarily interfere 
with or inhibit the expression of 
the other, 


Amnesia: Loss of 
inability to recall 
ences, 

Anal character: The anal char- 
acter is made up of three car- 
dinal traits: orderliness, avarice 
and obstinacy, 

Anal erotism: Anal erotism is 
manifested by pleasurable sen- 
sations experienced through the 
act of defecation, or other stimu- 
lation of the anus, especially en- 
joyed in childhood and later re. 
pressed. In the anal stage, 
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memory. The 
past experi- 


pleasure is first discovered in ex- 
pulsion, next in retention. 

Anal sadism: The aggressive in- 
stinctual quality associated with 
the anal function, and appar- 
ently an extension and elabora- 
tion of the earlier oral sadism 
expressed in the biting instinct. 

Anorexia Nervosa: A syndrome 
marked by prolonged and severe 
loss of appetite with the re- 
sulting weight loss and other 
symptoms resulting from emo- 
tional conflict. 

Anti-cathexis: A shifting of an 
emotional charge, associated 
with one impulse on to an im- 
pulse of an opposite character, 
Thus, an emotional interest in 
soiling may shift to one in over- 
excessive cleanliness, Uncon- 
scious hatred may appear as 
conscious love, 

Anxiety: The feeling which re- 
sults from conscious or uncon- 
scious tension. According to 
Freud’s later theories, the basic 
cause of anxiety is the dread of 

being helpless and alone in a 
hostile, unfriendly world. The 
anxiety may be “free-floating” or 
diffuse; it may be related to 
specific objects or situations 
(e.g., phobias), Previously Freud 
had upheld the view that anxiety 
results from repression (conver- 
sion of affect); in 1923 he modi- 
fied the theory to include a 
primary anxiety, 

Anxiety hysteria: The repressed 
libidinal “element is converted 
into a physiological symbol or a 
generalized state of anxiety. 

Anxiety neurosis: Psychoneurosis 


where anxiety is the predomi- 
nant symptom. 

Arithomania: The irresistible im- 
pulse to count objects. There is 
a feeling of emptiness whenever 
the counting of objects or move- 
ments is not accomplished. 

Asexuality: The absence of sex- 
ual desire or feeling. 

Autoerotism: Self-generated ero- 
tic stimulation. 

Automatism: This is a condition 
in which activity is carried out 
without conscious knowledge on 
the part of the subject. 


Bestiality: Any type of human 
behavior which resembles that of 
beasts; in general, it relates to 
sex, specifically to sex between 
humans and animals, 

Birth trauma: Rank’s theory 
(1923) that birth itself is a trau- 
matic experience and that the 
anxiety of psychoneurotics re- 
capitulates the psychological 
concomitants of birth. 
Bisexuality: The qualities of both 
sexes present in the same indi- 
vidual, 

Blocking: Sudden cessation in a 


train of thought or in the midst 
of a sentence, 


Cachinnation: Senseless laughter, 
evident in certain psychoses 
such as manic-depressive. Also 
found in the hebephrenic type 
of schizophrenia. 

Cardiazol: A chemical used to 
induce convulsions as one type 
of shock therapy. Also called 


metrazol. 
Castration: Removal of the or- 
gans of reproduction. 


Castration complex: The system 
of ideas and feelings, conscious 
and unconscious, frank and dis- 
guised, and their effects as 
shown in behavior which results 
from the infantile idea that fe- 
males once had a penis and lost 
it, and that males lose theirs if 
they do not behave properly. 
The castration complex shows it- 
self chiefly as “penis envy” in 
women, and as a “castration 
fear” in men. 

Catatonia: A clinical syndrome 
found in some forms of schizo- 
phrenia. In catatonic excitement 
there is apparently useless hy- 
eractivity. In catatonic stupor 
the patient does not respond to 
external stimuli. 

Cerebral: Generally pert 
the brain. 
cerebrum. 

Cerebral arteriosclerosis: A hard- 
ening of the arteries in the 
brain. 

Cerebrum: The major frontal and 
upper sections of the brain. 

Character: A set of organized be- 
havior reactions founded on, and 
tending to preserve, a stable 
equilibrium between the Id ten- 
dencies and submission to real- 
ity. These reactions are formed 
during the latency period and 
finally come to constitute a more 


or less harmonious form of de- 
velopment. 
Clairvoy 


aining to 
More especially the 


ance: The phenomenon of 
clairvoyance has a direct bear- 
ing on the issue of extr. 
perception. The clairvoyant 
gives facts which he has no 
means of knowing, but which, 
once revealed, have meaning 


‘a-sensory 
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and truth to the person to whom 
this phenomenon is conveyed. 

Claustrophobia: Fear of being 
locked or shut in, fear of en- 
closed places. Most common in 
neurosis and often accompanied 
by anxiety reactions, such as 
panic. 

Collective unconscious. Jung's 
theory (1928) that an inherited, 
racial unconscious mind exists 
from which individual conscious 
and unconscious minds emerge. 
It displays itself in the disor- 
dered thinking of the psychotic, 
and occasionally in the dreams 
or the neurotic behavior of the 
nonpsychotic individual. It con- 
sists of deep instincts and arche- 
types (primitive patterns of 
thoughts), 

Compensation: A counterbalanc- 
ing process. Failure in one 
sphere compensated for by ex- 
celling in another area. Dis- 
Suising a weak trait by showin 
a good and socially acceptable 
one. 

Component instincts: The primi- 
tive components and forerunners 

genital-sexual 

instinct, They include pleasure- 


genital erotogenic zone, particu- 
larly mouth, anus, urethra, and 


the urge to steal, 
the urge to set 
fires. Many compulsions take a 
much lesser form of outlet such 
as ritualistic actions or touching 
certain objects, 
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Compulsion neurosis: Psycho- 
neurosis in which the most ob- 
vious symptom is a compulsion 
of some type. 

Confabulation: The act of re- 
placing memory loss by fantasy. 

Conscience: The inhibiting force 
or forces which bind together 
the parts of the personality in a 
functional unity, 

Conscious: The conscious is that 
part of mental life, proportion- 
ally infinitesimal, of which the 
individual is aware at any given 
time. 

Constellation: Any group or pat- 
tern of associated ideas with 
their accompanying affective in- 
vestments, not necessarily re- 
pressed. 

Contemplating experience: An ex- 
cited and passionate absorption 
of subject with object as results 
in a close sense of union with it 
and a consequent loss of indi- 
viduality, 

Cortex: The outer layer of the 
brain, composed of gray matter 
rich in nerve cells, May also be 
thought of as the outer layer of 
any organ, 


Death instinct: The death or des- 
truction instinct has the follow- 
ing characteristics: 

1. Regressive impulses—tenden- 
cies toward the re-instatement 
of an earlier level of personality 
development, 
2. Self-immolating, self-destroy- 
ing impulses, 

. Aggressive impulses toward 
objects—through the turning out- 
ward of the instinct, 

e death instinct has as its aims 


separation, injury, destruction, or 
killing. The energy of the death 
instinct is called mortido, which 
may be directed inwardly or 
outwardly, a 

Decomposition: The “dividing up” 
of an individual into separate 
components or personalities. It 
is often observed among pa- 
tients with the paranoid form of 
schizophrenia that they decom- 
pose or split the persecutor into 
separate entities, 

Defense: A mental attribute or 
mechanism or dynamism, which 
serves to guard the mind or 
psyche. 

Déjá vu: When an individual, 
upon perceiving something that 
he has never seen before, has the 
distinct feeling that he had had 
the experience sometime in the 
past, this expression is used. 

Delusion: A belief engendered 
without appropriate external 
stimulation and maintained in 
spite of incontrovertible proof. 

Dementia: Impairment of mental 
faculties occurring more often in 
organic diseases of the brain, 
than in psychoses without or- 
ganic foundations. In many 
types of psychoses there is no 
dementia at all, 

Dementia paralytica: Better known 
as general paresis. An organ- 
psychosis due to syphilis. 

Dementia praecox: Now known as 
schizophrenia. A psychosis hav- 
ing delusions and or hallucina- 
tion, withdrawal from reality 
and autistic thinking. 

Depersonalization: A change in 
the personality in which the pa- 
tients own actions appear to 


him as if automatic, he looks 
upon his behavior as a specta- 
tor. Found in many psychic dis- 
turbances. 

Depression, Periodic: The peri- 
odic occurrence of depression or 
deep melancholy in which the 
individual is indifferent to work 
and surroundings, has a ten- 
dency toward anxiety, anorexia, 
and insomnia. 

Displacement: The use of an aim 
or object, rather than the one 
really required or wished for, in 
order to relieve a tension partly 
or temporarily. The transfer of 
an affect from the idea to which 
it was originally attached to an 
associated idea. It is one of the 
most important unconscious me- 
chanisms in the production of 
phobias and other symptoms, 

Dramatization: The representa- 
tion of mental constellations in 
the form of drama, as in dreams, 
or in a real and active form. 


Echopathy: A morbid condition, 
characterized by the repetition, 
through imitation, of the actions 
or speech of another, 

E. E. G.: Abbreviation for elec- 
tro-encephalograph, an instru- 
ment for recording the electrical 
potential of the brain. 

Ego: The ego is that part of the 
mind which is in contact with 
the outside world on the one 
hand and with the Id on the 
other. It attempts to keep 
thoughts, judgments, interpreta- 
tions, and behavior practical and 
efficient in accordance with the 
reality principle. 
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The ego is an organization of 
mental life derived from the 
more primal structure, the Id, by 
modifications imposed on it by 
the external world. It is never 
entirely undifferentiated from 
the Id. The characteristics of 
the ego are: 

1. It is a coherent organization 
of mental processes. 

2. Just as instincts play a great 
role in the Id, so perceptions 
play a great part in the ego. 

3. It is representative of the ex- 
ternal world of reality. 

4. It represents reason and san- 
ity. 

3 It regulates its own constitu- 
ent processes, 

6. From it proceed the repres- 

sions. 

7. It holds in chec 

strength of the Id, 
Ego resistant: Resistance to in- 

sight, or to analytical progress 
from the ego or conscious level 
of the mind, 
Epinosic gain motive: The sec- 
ondary or superimposed gain 
which may, consciously or un- 
consciously, act as a motive in 
determining the form of an ill- 
ness or in maintaining it, 
Erogenous zones: Se: 


k the superior 


nsitive areas 


of the body, stimulation of 
which gives rise to erotic feel- 
ings. These areas 


are often 
where the mucous membranes 


join skin at the bodily orifices, 
Eros instinct: The Eros or life in- 
stinct is composed of: 

1. The uninhibited sexual or or- 
gan-gratification impulses, 

2. The sublimated (aim-inhibit- 
ed) impulses, derived from the 
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original organ-satisfaction im- 
pulses. 

3. The self-preservation im- 
pulses—that is, the impulses to 
protect and preserve not merely 
the body and physical life but 
primarily the personality and 
self-ideal. 

Exhibitionism: A compulsion to 
show the sexual parts, 

Extrovert: One whose Id in- 
stincts are directed outward. 
Fear: The response of the self- 
Preservative instinct to a threat- 
ening situation. 

Fetish: Anything which is attrac- 
tive because of its association, 
usually through unconscious ele. 
ments, with erotic pleasure. A 
form of sexual deviation. 

Fixation: A halting of some part 
of the libido during the cause of 
its development at one or an- 
other of its somatic positions or 
Zones. Arrest of a portion of the 
libidinal stream at an immature 
stage of development, either 
with reference to its erotogenic 
level zone or with reference to 
its object-attachment or both. 
The level of fixation determines 
the type of any psychosis or psy- 
choneurosis which may occur 
later and the nature of its object 
attachment may determine its 
Presenting form, 

Free association: Reporting every 
thought and feeling which comes 
to mind during the psychoana- 
lytic session when the mind is 
kept free of all censoring con- 
trol or Sorting of thoughts, 

Frustration: Inability to relieve 
tension because of difficulties in 


outside reality or a conflict with- 
in the mind. 

Fugue: A personality dissociation 
characterized by amnesia and 
actual physical flight from the 
patient’s immediate environ- 
ment. The fugue permits the 
performance of acts or fantasies 
in conflict with the superego. 


Genital organization: The mature 
stage of libidinal development 
when the component instincts 
have become synthesized with 
genital primacy and full capacity 
for the object love. 

Genotyne: A particular predispo- 
sition underlying an individual 
morbid condition. 


Hallucinations: Sensations with- 
out any external stimuli to ac- 
count for them such as auditory 
hallucinations, hearing voices, 
and visual hallucinations, to see 
things that are not really there. 

Hebephrenia: A psychotic condi- 
tion where the patient regresses 
to deteriorated and infantile be- 
havior. A form of schizophrenia. 

Homosexual: An individual who 
derives his basic sexual satisfac- 
tion from contact with members 
of his own sex. In women it is 
called Lesbianism. 

Hysteria: A condition of psycho- 
neurosis where there is gross loss 
or impairment of the use of one 
or more organs, without physi- 
cal cause. Examples are: hysteri- 
cal blindness, hysterical convul- 
sions and hysterical deafness. 


Id: A concept of an undiffer- 
entiated primitive mind contain- 
ing only innate urges, instincts, 


desires and wishes without con- 
sciousness or an appreciation of 
reality, and dominated entirely 
by the pleasure principle. 
The characteristics of the Id, as 
given by Freud, are: 

1. It contains all phylogenetic 
acquisitions. 

2. It is the source of instinctive 
energy for the individual. 

3. It forms the great reservoir 
of libido. 

4. The Eros and death instincts 
struggle within it. 

5. It is the region of the pas- 
sions and instincts. It is also the 
source of all habit tendencies. 

6. It is unconscious, 

7. The pleasure-principle reigns 
supreme in it. 

8. Guided by the pleasure- 
principle, it guards itself against 
tension and pain. 

9. It aims at gratification of 
libidinal urges. 

10. It is immoral, illogical; it 
has no unity of purpose. 

11. The repressed merges into 
the Id and becomes part of it. 
Identification: The unconscious 
attempt to mold one’s own Ego 
after that of another, who is 

considered a model. 

Illusion: An incorrect perception; 
a false response to sense stimu. 
lation. 

Imago: The phantastic image 
formed in infancy from an er- 
roneous conception of a loved 
or hated person. 

Impulse: A stimulus that sets the 
mind in action. 

Inhibition: An unconscious 
checking of an instinctual im- 
pulse. 
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Introjection: A mental process 
whereby one identifies himself 
with another person or object in- 
corporating it into his ego-sys- 
tem, so that the previous object- 
cathexis is transferred to a por- 
tion of his ego and this brings 
about a profound change in the 
intrapsychic libidinal situation, 
It is a process of assimilation of 
the object and of the feelings 
associated with it, 
Introversion: The reversal of the 
libidinal stream from an out- 
ward seeking to inward absorp- 
tion, with consequent withdraw- 
al of interest from the external 
world to the internal world of 
self. When extreme in degree it 
is one of the characteristics of 
schizophrenia, melancholia, and 
hypochondriasis, 
version: A condition whereb 
e sexual instinct 
Persons in th 
self or to on 


I. Q.: An abbreviation for “in- 
telligence quotient.” 


A compulsion to 
tomania is caused 


only, and not by 
economic need on th 


e part 
the individual, mer 
Lability; Uncontrolled expression 
of e emotions, 


Latency Period: Period of life ex. 
tending from the end of infancy 
to the beginning of pube 

Lesbianism: Female homosexual- 


ity. The love of one woman for 

another. See also Homosexual- 

ity. 

Libidinal organization: The emo- 
tional pattern or system of se- 
quence assumed by the libido. 
The libido passes through many 
stages in the course of develop- 
ment. From oral to genital the 
component instincts all have 
their own organization or pat- 
tern, but full maturity is reached 
only at the genital level of libi- 
dinal organization with its object 
(persons as such) relationships. 

Libido: The energy of the sexual 
instinct and of its psycho-sexual 
component instincts. It is sub- 
jected to many vicissitudes, For 
example, it can become aim-in- 
hibited (i.e., orgasm - inhibited) 
and undergo unlimited displace- 
ment, even onto the person’s 
Own ego (narcissism), The force 
by which the sexual instinct is 
represented in the mind, 


Malingering: A conscious attempt 
on an individual’s part to simu- 
late an illness to avoid a person- 
ally unpleasant or intolerable 
Situation, Because the simulated 
illness is acted out as the pa- 
tient conceives it to be, usually 

om a layman’s point of view, 
there are Contradictions in symp- 
tomatology and the disease does 


ed medical symptoms 
isease, 


Manic-Depressive Psychosis: A 
major emotional illness charac- 
terized b 


Y severe mood changes 
from deep depression to elation. 


of the 


Mixed states may also occur. 
See also Psychosis. 

Masochism: The experiencing of 
sexual sensations or pleasure 
through the suffering of physi- 
cal or mental pain, either self 
induced or inflicted by others. 
It may be consciously sought 
(flagellation) or unconsciously 
“arranged” or invited. When 
consciously sexual in nature, it 
constitutes a sexual perversion. 

Melancholia: In general refers to 
any depressed state or condition. 
More specifically it applies to 
the depressed state of manic- 
depressive psychosis and involu- 
tional melancholia. 

Morbid anxiety: A defensive re- 
action of the ego against the 
claims of the unrecognized libi- 
do, which it projects onto the 
outside world, i.e. in the form of 
phobias and treats as if it were 
an external object. The ego’s fear 
of the unconscious. 


Narcissism: A branching off of a 
part of the libidinal energy in 
the direction of the self or ego; 
love of oneself. 

Neurasthenia: Weakness of the 
nervous system, 

Neurosis: Also called psychoneur- 
osis. A mental condition caused 
by emotional conflict. 

Nirvana principle: The tendenc 
of mental life to maintain “at as 
low a level as possible the 
quantities of excitation flowing 
into it,” or to bring about a mini- 
mum of psychic tension. 

Nymphomania: An insatiable de- 
sire for heterosexuality in wo- 
men, 


Object relationship: The relation- 
ship of psychic components to 
an object outside oneself. 
Obsession: An idea or emotion 
that persists in the mind of the 
individual. 

Object-cathexis: The directing of 
libido toward some object, per- 
son or thing. The libidinal ener- 
gy is directed toward or rather 
infused into, the idea of some 
object in the outer world. 

Oedipus complex: The repressed 
desire to displace the parent of 
the same sex and to possess sex- 
ually the parent of the opposite 
sex, 

Oral Erotism: Erotic stimulation 
of the mouth or lips, the primary 
source of erotic feelings in baby- 
hood, and continuing in variable 
degree throughout life in spite 


of the acquisition of genital ma- 
turity, 


Paramnesia: A perversion of mem- 
ory in which real facts and fan- 
tasies are confused. 

Paranoia: A psychosis character- 
ized by systematized delusions 
commonly of persecution. Freud 
considered that it had its source 
in repressed (unconscious) homo- 
sexual desires, 

Parent surrogate: A substitute for 
the parent, often not recognized 
as such. 

Part objects: Anatomical parts of 
a person which may be objects 
of intense love or hate without 
reference to the person as a 
whole. For instance, the bab 
loves the breast or nipple (a 
part-object), without necessarily 
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loving his mother as a “whole- 
object”. The persistence of this 
tendency into adult life is a 
measure of various libidinal fix- 
ations. 

Pavor Nocturnus: More common- 
ly nightmares. It is one of the 
deepest manifestations of anxi- 
ety. 

ine oii Any sexual act the 
object or mechanism of which is 
both biologically unsound and 
socially disapproved. Perversions 
are usually the manifestations of 
psychosexual component instinct 
in substitution for mature geni- 
tal sexuality. 

Phobia: A morbid fear of some 
object or situation. 
Preconscious: The preconscious is 
that part of mental life which in 
appropriate circumstances, either 
through an effort of the will or 
stimulated by an association 
idea, can be brought into con- 
sciousness, 

Projection: The attributing to per- 
sons or things outside oneself of 
mental proceses, affects, etc., 
that originate within one’s own 
mind and have been repressed 
from consciousness, It is a me- 
chanism or release of the repres- 
sed with relief of tension, com- 
mon in varying degrees to all 
minds with consequent impair- 
ment of their reality apprecia- 
tion. It is very characteristic of 
paranoia, 

Psyche: The human mind, con- 
scious or unconscious, 

Psychoanalysis: Psychoanalysis is 
a technical method introduced 
by Freud to bring unconscious 
conflicts, complexes, ete., into 


224 


consciousness by the process of 
free association of thought, 
dream analysis, and interpreta- 
tion of the transference situa- 
tion. 

Psychoneurosis: Psychogenic ill- 
ness, Freudian (i.e., without or- 
ganic cause) characterized by 
derangement of the normal 
method of libido gratification 
due to unconscious conflict and, 
while leaving the ego or reason 
relatively unimpaired, giving rise 
pathological states which are 
to a variety of symptoms and 
capable of being relieved by 
psychotherapy, 

Psychopathic Personality: A loose 
category that includes individ- 
uals whose behavior is predom- 
inantly amoral or anti-social. 
Characterized by impulsive, irre- 
sponsible activity satisfying only 
immediate interests without con- 
cern of the social consequences. 
There is little or no anxiety or 
guilt attached to these actions. 
Considered a poor and inexact 
classification, 

Psychosexual: Relating to the psy- 
chic or emotional components of 
the sexual instinct, 

Psychoses: Mental illness which 
affects the ego or reason and, 
therefore, the person’s relation- 
ship to reality. 


yromania: A compulsion to set 
fires 


Reaction formation: A character 
trait, or its development, uncon- 
sciously designed to hold in 
check, conceal, contradict a ten- 
dency of an Opposite kind. Thus 
obsessional cleanliness would be 


a reaction formation against 
dirtying tendencies. Disgust, 
shame, and morality are other 
reaction formations. 

Regression: The reversal of the 
normal direction of the libidinal 
stream so that the early infantile 
stages of its development (fixa- 
tion points) are reactivated. The 
retreating of the freely moving 
libido to a lower level of devel- 
opment—an earlier somatic po- 
sition, 

Remission: 
symptoms. 

Reorientation: Readjustment; to 
alter one’s ideas by a reassess- 
ment of all the facts and princi- 
ples and perhaps by the inclu- 
sion of new facts and considera- 
tions, 

Repetition-compulsion: The tend- 
ency in waking life, to live 
through again, dramatize, restage 
in different settings, some earlier 
emotional experience which has 
made a deep impression, or to 
re-enact it in dream life with 
much the same setting. 

Repression: The rejection from 
consciousness, by an unconscious 
mechanism, of mental material, 
concepts, and affects which are 
unwelcome. Analysis has shown 
that this material remains active 
and dynamic in the unconscious, 
that the expenditure of repres- 
sing energy continues, and the 
repressed commonly re-emerges 
in altered forms such as symp- 
toms. 

Resistance: The mental forces ar- 
rayed against the emergence in- 
to consciousness of painful, dis- 
agreeable, or unwanted material, 


The abatement of 


and which activates the mechan- 
isms of repression. 


Sadism: Sexual pleasure derived 
from inflicting pain, either phy- 
sical or mental, on others. This, 
like masochism, may be con- 
scious or unconscious sexual de- 
sires. When consciously engaged 
in it is a sexual perversion.- 

Scotomization: A sadistic attitude 
toward the external world in 
which the individual expresses 
hatred, not positively, but nega- 
tively. In order to shut out the 
mother, father and environment, 
the individual shuts himself in; 
in order to destroy all else, he 
castrates himself. 

Sociopathy: An abnormal mental 
attitude toward the environment, 

Stereotype: The constant repeti- 
tion of any action. 

Sublimation: The exchange of in- 
fantile sexual aims, which can- 
not be satisfied directly, for 
modes of pleasure-finding which 
are socially acceptable. 

Substitution: Frustrated impulses 
expressed indirectly by substi- 
tuting one goal for another. This 
may involve socially unaccept- 
able expression in which case 
the substitution may be accom- 
panied by feelings of guilt, in- 
feriority, and self-disapproval. 

Super ego: The super ego is that 
part of the mental apparatus 
developed in early life by the 
mechanisms of repressing frus- 
trated impulses such as aggres- 
sion, and projecting them on to 
the frustrators and subsequently 
becoming a part of them. Its 
function is largely to oppose the 
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Id, often unreasonably, and even 
to criticize and punish the Ego 
if it tends to accept Id demands. 
It is a sort of primitive uncon- 
scious conscience, 

Essentially, the superego is an 
outgrowth of and is a modifica- 
tion of the Ego. It has a special 
Position in regard to the Ego and 
has the capacity to rule it. Its 
characteristics are as follows: 

1. It is to a great extent un- 
conscious; it is independent of 
the conscious ego and is largely 
inaccessible to it. 

2. It is farther from conscious- 
ness than the Ego, 

3. Its chief function is criticism 
which creates in the Ego an un- 
Conscious sense of guilt, 

4, It is essentially the same as 
conscience, 

Syndrome: A group of symptoms 
which together reveal a specific 
pattern of disease, 


Transference: A displacement of 
any affect from one person to 
another or from one idea to an- 
other, Specifically during analy- 
sis the affects originally felt dur- 
ing infancy for the Parents be- 
come unconsciously displaced 
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onto the person of the analyst so 
that the patient feels toward 
his analyst unjustifiable love, 
hatred, etc., and has no insight 
into the phenomenon and its ir- 
relevance. 

Trauma: In medicine, an injury, 
blow or hurt, In psychology a 
damaging emotional experience. 

Traumatic neurosis: A psycho- 
neurosis caused by injury, usual- 


ly to the head. 


Unconscious: The unconscious is 


that vast quantity of mental life 
which either never was in con- 
sciousness, or, previously in con- 
sciousness has been repressed. 
The elements of the unconscious 
system are active constituents of 
mental life. The unconscious is 
essentially dynamic and capable 
of profoundly affecting con- 
scious ideational or emotional 
life without the individual being 
aware of this influence, 
Urethral erotism: Erotic feelings 
produced by the stimulation of 
e urethra during the passing 
of urine. It is one of the com- 
ponents of the genital instinct, 


Zoophobia: Fear of animals or of 
one specific animal, 
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